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Introducid.on 

This  stvdy  was  carried  out  under  the  auspices  of  the  Medical  and 
Health  Research  Association  of  New  York  City,  Inc.  in  cooperation  with 
the  New  York  City  Departmsnt  of  Health  and  Etepartnent  of  Social  Services. 
Funding  for  the  study  was  provided  in  part  by  the  Health  Care  Financing 
Administration  of  the  United  States  Departirsnt  of  Health,  Education,  and 
Welfare,  and  also  by  New  York  State  Departnent  of  Social  Services.  Dr. 
Margaret  T.  Grossi,  Assistant  Coimiissioner  for  ^fetemal  and  Child  Health 
of  the  New  York  City  Departtrent  of  Health  served  as  the  Principal  In- 
vestigator and  Fbrest  Williams,  Director,  tfedical  Assistance  Program  of 
the  New  York  City  Depaxtment  of  Social  Services  served  as  Co- Investigator. 

Development  of  the  sti^^dy  began  in  1975.    It  vra.s  originally  planned 
as  a  three-year  study  of  EPSDT  in  six  of  the  Child  Health  Stations  in  New 
York  City,  v^ch  was  to  be  a  part  of  a  National  experinenc  to  be  replicated 
in  three  other  Ste.tes.    As  a  result  of  budgetary  restrictions  and  a  change 
in  the  scope  of  the  research,  we  were  limited  to  a  vastly  changed  project 
that  was  conducted  in  three  Pediatric  Treatment  Clinics  in  the  South  Bronx 
and  was  carried  out  in  one  year. 

The  report  that  follows  is  the  final  report  of  this  project  vMch 
focuses  on  models  of  Case  Finding,  Case  Monitoring,  and  Developnental 
Assessment. 


Chapter  1:     General  Inforrnarion 


Early  Periodic  Screening,  Diagnosis,  and  Treatment  (EPSDT) 
is  one  of  the  more  important,  yet  little  known,  Medicaid-related 
programs.     Founded  in  1967,  it  is  intended  to  upgrade  the  delivery 
of  health  services  to  poor  children,  many  of  whom  allegedly  receive  no 
care  or  not  enough  care.     Despite  its  relatively  brief  existence,  it 
has  made  impressive  strides  forward  in  recent  years.     In  fact,  ac- 
cording to  the  Department  of  Health,   Education,  and  Welfare,  more 
Medicaid-eligible  children  are  now  being  served  under  EPSDT  than 
under  all  other  federally-supported  health  care  programs  combined. 
In  the  past  four  years,  more  than  five  million  health  screening  ex- 
aminations— plus  the  necessary  diagnosis  and  treatment,  will  have 
been  performed.     This  reaches  a  sizable _ portion  of  the  approximately 
11.5  million  EPSDT-eligible  childron.     In  fiscal  year  1977  alone, 
EPSDT  is  expected  to  serve  an  estimated  2.25  million  children. 
Furthermore,  the  federal  cost  of  EPSDT  (which  is  approximately 
$150  million) ,  represents  only  a  fraction  of  the  more  than  $10 
billion  in  total  Medicaid  costs. 

..Still,  the  same  conditions  that  originally  led  to  the  inception 
of  EPSDT  in  1967  remain  virtually  unchanged  today.     According  to  a 
1976  report  by  the  Office  of  Child  Health  Affairs   (OCHA) ,  poor  children 

1.  suffer  23  percent  more  hearing  impairment. 

2.  do  not  grow  as  tall  as  other  children. 

3.  are  more  likely  to  have  low  hemoglobin  values  during  their 
years  of  growth. 


4.  suffer  a  higher  incidence  of  impetigo,  gastrointestinal 
diseases,  parasitic  diseases,   and  urinary  tract  infections; 
and  those  in  urban  areas  are  more  often  the  victims  of  lead 
poisoning,  and  insect  and  rodent  bites. 

5.  are  likely  to  have  twice  as  many  hospital  stays,  more 

days  in  bed,  more  days  lost  from  school,  and  more  impairment 
from  chronic  disease.  ^ 

Needless  to  say,  much  in  the  way  of  improving  conditions 
remains  to  be  done.     The  research  to  be  reported  in  this  paper  was 
designed  to  be  a  part  of  that  effort.     In  it,  the  implementation  of 
EPSDT  in  a  poor  neighborhood  in  New  York  City  was  explored.  Our 
objective  was  to  assess  the  ongoing  system,  and  to  test  various  ways 
of  improving  it.     Most  of  the  critical  areas  of  ,',rSDT,   such  as  case 
finding,   screening,  diagnosis  and  treatment,  case  inonitoring,  and 
developmental  assessment,  were  examined.     But  before  discussing  our  own 
project,  a  brief  history  and  general  description  of  EPSDT  will  first 
be  presented.  .  ~ 

Medicaid 

The  medical  assistance  program  of  Title  XIX  of  tne  Social 
Security  Act — called  Medicaid,  was  enacted  in  1965.     Essentially,  it 
established  a  system  in  which  medical  providers   (e.g..  private  prac- 
titioners) are  reimbursed  ,by  the  government  for  services  performed  on 
poor  children. 

The  administration  of  Medicaid  is  a  federal-state  partnership, 
in  that  both  play  a  part  in  financing  and  designing  a  state's  program. 


Up  until  recently.  Medicaid  and  EPSDT  were  administered  on  the 
federal  level  by  the  Medical  Services  Administration  (MSA) ,  a 
part  of  the  Social  and  Rehabilitation  Services   (SRS)  of  the  Depart- 
ment of  HEW.     But  as  a  result  of  reorganization,   SRS  was  abolished 
and. its  component  parts  placed  in  other  agencies.     Medicaid  and 
EPSDT  are  now  run  by  the  newly  formed  Health  Care  Financing 
Administration  of  KETf.     On  the  state  level,  each  state  designates 
one  agency  to  design  and  administer  its  Medicaid  program.  In 
New  York  that  agency  is "the  Department . of  Social  Services. 

A  state's  share  of  Medicaid  expenditures  can  vary  from  22 
percent,  to  50  percent,  and  is  determined  on  the  basis  of  the 
state's  per  capita  income.     New  York  is  one  of  16  states  and  - 
territories  paying  the  highest  share. 

As  far  as  eligibility  is  concerned,  there  are  minimal  federal 
requirements  with  various  options  left  open  to  the  states.  Federal 
stipulations  call-  for  the  inclusion  of  the  following  two  groups: 

1.  Title  IV  -  A  of  the  Social  Security  Act  guarantees  Aid 
to  Families  with  Dependent  Children    (AFDC) .     This  group 
of  eligibles  is  comprised  of  members  of  families  with 
dependent  children  where  one  parent  is  absent,  incapaci- 
tated or  unemployed. 

2.  Title  XVI  of  the  Social  Security  Act  ensures  Supplemental 
Security  Income   (SSI)   to  the  aged,  blind,  or  disabled. 

Eligibility  for  benefits  under  one  of  these  other  programs  - 

AFDC  or  SSI,  automatically- m.akes  one  eligible  for  Medicaid.  Both 

groups  of  beneficiaries  are  referred  to  as  the  "categorically  needy. 

States  have  the  option  of  conferring  eligibility  on  any  or 
all  of  these  groups: 
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"Medically  needy."     This  group  is  comprised  of  people 
meeting  all  requirements  of  AFDC  or  SSI,  but  whose 
income  is  higher  than  the  cut-off  point  for  eligihrility 
set  by  the  state.     But  if,  after  deducting  medical  ex- 
penses, their  income  drops  below  that  cut-off  point, 
they  then  qualify  as  medically  needy. 

"Unemployed  fathers."  This  group  includes  members  of 
poor  families  where  an  unemployed  father  is  living  at 
home. 

"Financially  needy."    Children  under  21  whose  families 
meet  state  financial  eligibility  standards,  but  neither 
of  the  categorical  requirements  are  included  here. 
There  are  three  types  of  "financially  needy"  children: 

A.  Those  in  foster  care,   for  whom  public  agencies 
assume  financial  responsibility. 

B.  Those  in  psychiatric  hospitals. 

C.  Those  in  intermediate  care  facilities. 

New  York  State  covers  all  optional  groups  to  the  fullest  possible 
extent.     It  is  one  of  only  eight  states  to  do  so.     The  others  are: 
California,  District  of  Columbia,  Maryland,.  Massachusetts,- 'Michigan, 
Pennsylvania,  and  Wisconsin. 


EPSDT 


In  1966,   just  one  year  after  the  Medicaid  law  was  passed/  a 

report  was  issued  by  HEW  on  the  state  of  maternal  and  child  health 
2 

care  in  America.       The  report  documented  that  needy  children  suffered 
disproportionately  from  ill  health,  and  yet,  did  not  receive  sufficient 
treatment.     The  following  year,  largely  on  the  basis  of  that  finding. 
Congress  extended  the  scope  of  the  Medicaid  law  (Title  XIX)  through 
an  amendments     The  amendment  required  every  state  .-iperating  a 
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Medicaid      program  to  provide  "Early  and  Periodic  Screening*; 
Diagnosis,  and  Treatment"  to  all  children  under  21  who  were 
eligible  for  Medicaid.     EPSDT  was  intended  to  provide  free  pre- 
ventative, as  well  as  curative  health  care  to  poor  children.  By 
Feb.  7,  1972,  state  implementation  of  EPSDT  was  required  for  eligibles 
under  6  years  old.     And  by  July  1,1973,  states  were  required  to 
have  implemented  EPSDT  for  eligibles  under  21  years  old. 

In  beginning  to  understand  what  sets  EPSDT  apart  from 
the  original  Medicaid  stipulations,  the  distinction  between 
provision  and  delivery  is  useful.     As  Stewart  and  Crafton  (1975) 
ably  point  out,  provision  means  that  health  facilities  and  ser- 
vices are  available;  delivery  means  that  those  services  reach 
the  patients.     Medicaid  is  concerned  only  with  provision.  But 
under  EPSDT,  the  state  becomes  responsible  for  the  delivery  of 
health  care  to  poor  children.     What  EPSDT  seeks  to  accomplish 
is  this: 

1«       To  recruit  eligibles  (i.e.  Medicaid  eligibles)  into 
the  health  care  system.     The  ultimate  objective 
is  to  reach  100  percent  of  all  eligiblss. 

 2^ —  To  ensure  that  once  in  the  system  children  are  screened 

at  the  earliest  possible  times,  and  rescreened  on  a 
regular  basis  at  appropriate  age  intervals. 

3.  To  ensure  that  all  problems  found  in  screening  receive 
whatever  diagnosis  and/or  treatment  that  is  necessary. 

4.  To  include  comprehensive  developmental  assessment  as 
standard  procedure  in  all  screens. 

5.  To  monitor  the  entire  system  in  order  to  iraprove  con- 
tinuity of  service  and  reduce  the  number  of  drop-outs. 


The  definitions  of  each  term  comprising  EPSDT  are  helpful  in 

further  elucidating  its  nature  and  purpose.     Early  means  either  az 

early  as  possible  in  a  child's  life   (in  the  case  of  a  family 

already  receiving  assistance),  or  as  soon  as  a  family's  eligibility 

for  assistance  has  been  established.     As  Simon  and  McArdle  point  out: 

"The  earlier  in  a  child's  life  that  a  disease  or  abnormality 
can  be  discovered,  the  more  probable  it  is  that  with  proper 
treatment  that  child  can  reach  his  maximum  potential  as  an 
adult.     A  child  with  a  developmental  problem  or  hearing  loss 
v/hich  goes  undetected  or  untreated  will  derive  little  from 
the  usual  gublic  school  education  which  is  geared  to  normal, 
healthy  children."  ^ 

Periodic    refers  to  the  necessity  of  repeating  certain  screening 
tests  or  procedures  at  prescribed  intervals  of  time.     This  is  done 
to  assure  that  diseases  and/or  abnormalities  are  not  present  or 
beginning  to  develop.  During  infancy  and  early  childhood,  it  is 
important  to  pertorm  physical  examinations,  developmental  assessment, 
dental  screenings,  and  other  procedures  far  more  than  once. 

Screening  involves  the  use  of  quick  and  simple  procedure-:  to 
sort  out  apparently  healthy  individuals  from  those  suspected  of 
having  a  disease  or  problem  requiring  further  attention.     Its  purpose 
is  to  identify  persons  in  need  of  more  definitive  study.     The  ideal 
screening  tests  are  those  which  yield  low  false  positive  and 
false  negative  rates.     They  should  be  simple  to  perform,  reasonably 
brief,  low  cost  and  readily  acceptable  to  clients. 

Diagnosis  is  defined' as  the  determination  of  the  nature  and 
cause  of  a  disease  or  abnormality.     It  has  two  major  purposes: 

1.  To  confirm  or  disprove^ the  positive  results  of  a 
screening  test. 

2.  To  develop  a  plan  for  treating  a  disease  or  abnormali -y 
if  one  is  found. 


Treatment  consists  of  those  services  needed  to  control 

and  hopefully  cure  a  health  problem.     It  includes  the 

prevention  (e.g.,  immunization),  correction  (e.g.,  eyeglasses), 

and  limitation  of  a  disease  or  abnonnality  detected  by  screening 
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and  diagnostic  procedures. 

For  the  complete  EPSDT  guidelines  in  New  York  City,  the 
reader  is  referred  to  "Guidelines  for  EPSDT  Program"  located 
in  Appendix  A  of  this  report. 


Chapter  2;     Case  Finding 


The  objective  of  the  case  finding  component  of  EPSDT  is 
to  attract  as  many  eligible  families  as  possible  into  a 
regiment  of  regular  preventative  health  care.     Case  finding 
entails  identifying  all  children  who  are  eligible  for  EPSDT, 
.contacting  as  many  of  those  eligibles  as  possible,  and 
providing  screens  for  families  desiring  them. 

There  are  four  important  areas  to  consider  in  studying 
a  caze  finding  effort: 

1.  The  number  of  eligibles. 

2.  The  number  of  eligibles  contacted. 

3.  Of  those  contacted,   the  number 
requesting  EPSDT  appointments. 

4.  Of  those  requesting  appointments, 
the  number  who  actually  show. 

The  efficacy~"of  a  case  finding  system  can  best  be  assessed 

if  data  axe  available  in  all  four  areas.     We  sought  to  gather 

such  data  wherever  possible  in  the  present  study. 

The  case  finding  system  presently  used  in  New  York 

Cicy  is  administered  by  the  City  Department  of  Social  Services 

(DSS) .     DSS  generates  an  updated  listing  of  all  Medicaid 

eligibles  each  month.     It  tries  co  reach  new  eligibles 

immediately  and  all  others  at  least  once  each  year.  Families 

are  initially  contacted  through  the  mail.      (The  entire 

contents  of  the  mriling  are  included  in  Appencix  c-)  A 


letter  is  sent  to  parents  describing  EPSDT  (or  CHAP*  as  it 
is  called  in  New  York) .     Included  in  the  mailina  is  a  form 
concerning  their  children's  health  care  status,  which  they 
are  asked  to  complete  and  mail  back  to  DSS.     For  each  child, 
there  are  three  response  opticas : 

1.  Request  exam  at  CHAP  clinic 

2.  Already  receiving  equivalent  health 
care 

3.  Attending  day  care  center  visited 
by  Health  Department 

A  listing  of  approved  CHAP  providers,  city  wide,   ir  also 

included  in  each  mailing.     If  a  parent  requests  an  appointment 

at  a  CHAP  clinic,  s'-ie  fills  in  the  name  and  address  of  her 

preferred  clinic.     It  the  child  is  already  under  care,  the 

parent  write?   in  the  nanie  and  address  of  the  clinic,  day 

care  center,  or  private  physician  that  the  child  is  using. 

Parents  are  asked  to  mail  their  completed  forms  back 
to  DSS.     If  a  parent  replies  that  all  of  her  children  are 
already  receiving  equivalent  health  care,  then  no  further 
action  is  taken.     If,  on  the  other  hand,  she  requests  an 
appointment  for  one  or  more  children,  the  particular  clinic (s) 
specified  is  contacted  ly  DSo.     The  clinic  then  unilaterally 
sets  an  appointment  date  and  informs  the  family  of  it. 
Should  the  family  fail  .to  .-how,  the  clinic  attempts  to  arrange 
another  examination  date. 

In  cases  where  thare  is  no  reply  at  all  to  the  original 
mailing  within  two  months,  a  second  letter  is  sent  out. 
*CHAP  stands  for  Child  Health  Assurance  Program 


If  the  family  again  fails  to  respond,  a  case  worker  attempts 
to  make  a  home  visit  in  an  effort  to  elicit  the  needed 
information  and/or  set  up  an  appointment  if  requested. 

The  present  study  sought  to  test  an  alternative  case 
finding  technique  involving  face-to-face  contact  with 
prospective  families  at  two  public  assistance  recertif ication 
sites.     Since  all  Medicaid  eligibles  are  required  to  visit 
a  recertif ication  site  twice  annually  for  a  re-asaessment 
of  their  public  assistance  status,  this  was  thought  to  be 
an  effective  v/ay  of  reaching  many  eligibles.     One  of  the  major 
problems  with  the  mailing  system  is  that  approximately  73 
percent  of  those  families  sent  letters  never  respond  to  the 
contact  by  returning  the  form  concerned  with  their  children's 
health  care  status.     It  was  thought  that  with  face-to-face 
contact,  parents  v/ould  become  a  more  captive  audience  and 
thus,  more  of  them  would  choose  t'-i  become  involved. 

Two  different  interviewers  were  used — a  public  health 
nurse  (PHN)  and  a  case  aide (paraprof essional) .     Both  conducted 
private  face-to-face  interviews  with  parents.     They  informed 
parents  of  the  nature  and  availability  of  CHAP  services, 
answered  questions,  and  arranged  screening  appointments  at 
PTC's  when  requested.     Both  the  PHN  and  case  aide  were 
bilingual. 

In  the  face-to-face  system,  parent's  responses  to  the 
contact  were  categorized  as  follows: 
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1.  Parent  requests  appointment: 

A.  At  project  Pediatric  Treatment  Clinic (PTC)* 

B.  At  other  approved  CHAP  provider  in  the 
South  Bronx   (e..g..,  Martin  Luther  King 
Center  and  Albert  Einstein  Comprehensive- 
Family  Care  Service) 

2.  Parent  previously  requested  CHAP  appointment 

3.  Child  already  under  care: 

A.  At  approved  CHAP  provider 

B.  At  non-approved  provider 

4.  Parent  declines  CHAP  service  and  leaves  no 
indication  that  a  child  has  a  regular  health 
care  provider 

The  original  rational  for  testing  a  new  case  finding  system 
centered  around  the  assumption  that  few  eligible  families 
were  already  under  care. 

Description  of  the  Samples  Interviewed  by  the  PHN  and  Case  Aide 

A  total  of  1524  families  were  interviewed  during  the 
project  -  990  by  the  PHN  and  534  by  the  case  aide.     Data  was 
gathered  on  the  mother's  or  guardian's  ethnicity,  language, 
age,  education,  and  years  of  residency  in  New  York  City 
(see  Tables  2-1  through  2-6) .     An  age  distribution  for 
children  under  6  was  also  obtained.     By  and  large,  the  PHN 
and  case  aide  subsamples  were  equivalent  in  all  respects. 
For  example,  70.2  percent  of  the  PHN's  clients  were  Hispanic 
as  compared  to  72.6  percent  of  the  case  aide's  clients. 

*For  a  full  description  of  what  a  Pediatric  Treatment  Clinic 
is,  see  Chapter  3. 
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Most  of  the  remaining  clients  in  both  subsamples  v;ere 
Black  (28.9  percent  and  27.1  percent  for  the  PHN  and  case 
aide,  respectively).     34.7%  of  the  PHN's  clients  and  39.7% 
of  the  case  aide's  spoke  little  or  no  English.  Overall, 
across  both  subsamples,  53.7%  of  the  mothers  and  guardians 
were  between  the  ages  of  19  and  30,  20.2%  were  high  school 
graduates,  and  21.1%  were  born  in  New  York  City, 

Data  Sources 

The  data  reported  in  the  remainder  of  this  chapter  were 
obtained  from  two  sources — the  project  'Linkage'  form  which 
was  filled  out  by  the  interviewer  (see  Appendix  B  )  and 
records  supplied  by  the  New  York  "City  Human  Resources 
Administration  (HRA)  . 

Mailing  vs.  Face-to-Face  Contact 

The  first  critical  comparison  in  the  case  finding 
section  was  between  the  city-wide  CHAP  mailing  system  and 
the  face-to-face  procedure"  tried  at  the  recertif ication 
sites.     The  ongoing  mailing  system  was  continued  for  families 
living  in  zip  code  area* 10451,     It  was  discontinued  for  families 
living  in  zip  code  areas  10454  and  10459.     Elig^ibles  living 
in  these  areas  were  interviewed  by  the  PHN  and  case  aide 
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at  the  recertif ication  sites.     It  was  hypothesized  that 
face-to-face  contact  would  be  more  effective  than  the  mailing 
system.     In  the  face-to-face  system,  the  parent's  undivided 
attention  could  more  readily  be  assured,  and  any  doubts, 
questions,  or  misunderstandings  could  be  addressed  promptly 
as  they  occurred.     In  comparing  the  two  systems,  number  of 
contacts,  appointment  requests,  and  shows  were  measured. 
Higher  rates  of  each  were  expected  in  the  face-to-face  than 
in  the  mailing  system. 

The  results  of  the  mailing  vs.  face-to-face  comparison 
are  shown  in  Table  2-7.     Although  the  mailing  system  had 
higher  show  rates  than  the  face-to-face  system,  what  was  most 
striking  was  that  those  rates  were  exceptionally  low  in 
both  systems.     Overall,  only  5.9%  of -all  eligibles  contacted 
showed  for  appointments.     The  low  rates  are  attributable 
to  the  surprisingly  high  number  of  families  already  under 
care.     This,  in  itself,  represents  the  major  finding  of  this 
section.     As  seen  in  Table  2-8,  83%  of  the  children  whose 
families  were  interviewed  were  said  t&  already  be  under  care.- 
Of  those,  28.7%  used  approved  CHAP  providers  and  71.3% 
used  non-approved  providers.     A  frequency  distribution  of 
the  specific  non-approved  sources  identified  in  the  interviews 
is  presented  in  Table  2-9.     Notice  that  Medicaid  clinics 
are  easily  the  most  popular  of  these,  accounting  for  nearly 
40%  of  all  cases. 
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PHN  vs.  Case  Aide 

The  second  comparison  was  between  the  PHN  and  case 
aide.     Both  performed  the  same  functions  in  their  roles 
as  case  finders.     However,  because  of  the  PHN's  greater 
expertise  in  the  health  care  area  and  the  aura  of  her 
professional  status,  it  was  hypothesized  that  she  would  be 
the  more  successful  case  finder  of  the  two.     The  greater 
expertise  and  status  of  the  PHN  would  better  enable  her 
to  answer  more  questions  and  allay  any  fears  the  parent 
might  have  had  about  EPSDT.  This  in  turn  v;as  expected  to 
result  in  a  higher  number  of  contacts,  requested  appointments, 
and  shows.     The  relative  efficacy  of'  the  PHN  vs.  case  aide 
was  judged  on  the  basis  of  these  measures. 

The  results  of  the  PHN  vs.  case  aide  comparison  are 
shown  in  Table  2-10.     As  hypothesized,  the  PHN  was  the  more 
effective  of  the  two  interviewers.     The  PHN  interviewed 
990  families,  as  opposed  to  534  families  for  the  case  aide. 
Not  only  did  the  PHN  reach  nearly  twice  as  many  clients 
as  the  aide,  but  she  also  devoted  a  greater  percentage  of 
her  work  week  to  interviewing  as  opposed  to  clerical  and 
other  tasks   (see  Table  2-11).     The  PHN  spent  38.6%  of  her 
time  actually  engaged  in^ interviewing  while  the  case  aide 
devoted  only  24.7%  of  her's.     The  data  also  reveal  that  the 
PHN  had  used  her  interviewing  time  more  efficiently.  She 
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interviewed  almost  twice  as  many  clients  as  the  case  aide 
in  about  one  and  one  half  times  the  amount  of  time. 

Finally,  the  PHN  elicited  125  appointment  requests 
as  compared  to  30  for  the  case  aide.     What  is  an  even  more 
startling  comparison  is  that  43  of  the  PHN's  clien-s  showed 
for  CHAP  screens  while  only  one  of  the  case  aide's  showed. 

Project  PTC  vs.  Other  Approved  CHAP  Provider  Requests 

The  third  comparison  was  concerned  with  the  manner  in 
which  appointment  requests  within  the  face-to-face  contact 
were  processed.     A  parent  could  have  requested  an  appointment  ■ 
either  with  a  Project  PTC  or  with  an  approved  CHAP  provider 
other  than  a  Project  PTC.     The  parent's  requests  were 
handled  by  the  project  staff  if  they  were  for  a  project  PTC, 
otherwise,  requests  were  processed  by  the  New  York  City 
CHAP  office. 

When  a  Project  PTC  was  selected,  the  case  finder  called^ 
the  PTC  immediately  to  set  up  an  appointment.     All  appointments 
were  made  bilaterally  (i.e..  at  the  convenience  of  both 
the  PTC  and  the  parent) .     Furthermore,  all  appointments 
were  scheduled  within  two  weeks  of  the  request.     In  contrast, 
when  another  approved  provider  was  selected,  the  interval 
between  interview  and  appointment  date  was  far  longer. 
Also,  all  appointments  were  set  unilaterally   (i.e.,  by  the 
provider  alone).     Because  of  these  differences,  a  higher 
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show  rate  was  h^'pothesized  for  Project  PTC  requests  than 
for  other  approved  provider  requests . 

The  results  for  this  comparison  are  pres.ented  in 
Table  2-12.     The  hypothesis  was  resoundingly  supported. 
A  respectable  58.7%  of  all  families  requesting  Project  PTC 
appointments  later  showed.     However,  according  to  the  data 
supplied  by  HRA,  none  of  the  80  appointment  requests  made 
to  other  approved  CHAP  providers  resulted  in  no  shows. 
It  should  be  noted,  though,  that  most  of  these  80  cases 
do  not  appear  to  have  any  data  entries  in  the  HRA  records 
during  the  project  period.     Further  inquiries  into  tracing 
these  cases  would  have  to  be  made  in  order  to  determine 
whether  or  not  they  actually  showed.     Such  inquiri^_3  are 
beyond  the  scope  of  the  present  project. 

Summary 

The  results  of  this  study  demonstrate  two  points: 
(1)   face-to-face  discussion  of  EPSDT  services  with  families 
does  not  increase  the  rate  of  shows  for  appointments  over 
that  of  a  mailing  system,  and  (2)  within  a  face-to-face 
system,  a  health  professional   (PHN)  is  more  successful  than 
a  paraprof essional. 

With  respect  to  point  one,  it  is  important  to  keep 
in  mind  the  fact  that  neither  the  face-to-face  or  mailing 
systems  produce  high  show  rates.     In  fact,  many  families 
report  that  their  children  are  already  receiving  adequate 
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health- care.     Given  this  as  a  base,  there  are  few  cases 
left  to  'find*.     This  fact  highlights  the  clear  need  for 
the  assessment  of  these  'already  under  care*  cases  in  order 
to  determine  the  sources  and  nature  of  their  care. 

While  the  face-to-face  contact  was  not  very  effective 
in  this  study,  there  may  arise  instances  where  it  is  practical 
or  desirable.     In  such  instances,  these  results  indicate 
a  definite  benefit  of  a  health  professional's  role  in  this 
type  of  contact. 


Table  2-1:  Mothar's  or  Guarc2ian's  Ethnicity 
Case  Findina  Sairple 


PHN 

Case  Aide 

pi  ■>  p>r<4-c; 

Itotal 

(286) 

(144) 

(430) 

27  1% 

28.3% 

(694) 

(386) 

(1080) 

Hispanic 

70.2% 

72.6% 

71.1% 

(8) 

(2) 

(10) 

VJhite  &  Other 

0.8% 

0.4% 

0.7% 

(988) 

(532) 

(1520) 

Ttotal 

ion.0% 

100.0% 

100.0% 

Table 2 -2:  Itother's  or  Guardian's  Langx:iage 


Case  Finding  Sample 


PIIM 

Case  Aide 

I^guage 

Clients 

Clients 

Total 

(295) 

(152) 

(447) 

English  Only 

29.80% 

28.32% 

29.35% 

(350) 

(169) 

(519) 

Spanish  &  English 

35.35% 

31.71% 

34.08% 

(344) 

(212) 

(556) 

Spanish  Only 

34.75% 

39.77% 

36.51% 

(1) 

(0) 

(1) 

Other  Language 

0.10% 

0.0% 

0.07% 

(990) 

(533) 

(1523) 

Total 

100.0% 

100.0% 

100.0% 

Tahle  2 -3  :  ftother' s  or  Guardian's  rcjc 


Case  Finding  Sample 


Pill 

Case  Aide 

Age 

Clients 

Clients 

Itotal 

(13) 

(15) 

(28) 

Unc3er  19 

1.32% 

2.82% 

1.84% 

(173) 

(100) 

(273) 

19  -  22 

17.53% 

18.80% 

17.97% 

(180) 

(31) 

(261) 

23  -  26 

IS. 24% 

15.23% 

17.18% 

(175) 

(107) 

(282) 

27  -  30 

17.73% 

20.11% 

18.56% 

(196) 

(101) 

(297) 

31  -  35 

JLJ  *  ou  ^ 

• 

(250) 

(128) 

(378) 

Over  35 

•  25.33% 

24.06% 

24.88% 

(987) 

(532) 

(1519) 

Tbtal 

100.0% 

100.0% 

100.0% 
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Table  2-4 :  Ilothar's  or  Guardian's  Education 
Case  Findina  Sairple 


Years  of 
Education 

PHN 
Clients 

Case  Aide 
Clients 

Itotal 

0-5 

(159) 
16.14% 

(76) 
14.29% 

(235) 
15.49% 

6-7 

(129) 
13.10% 

(54) 
10.15% 

(183/ 
12.06% 

8-11 

(498) 
50.56% 

(294) 
55.26% 

(792) 
52.21% 

(166) 
16.85% 

(100) 
18.80% 

(266) 
.  17.53% 

Over  12 

(33) 
3.35%- 

(3) 
1.50% 

(41) 
2.70% 

Tbtal 

(985) 
100.0% 

(532) 
100.0% 

(1517) 
100.0% 

Table  2-5:  Mother's  or  Guardian's  Years  of  Residency  iZ^w'*' 
in  New  York  City 


Case  Findina  Saimle 


Years 

PPM 

Clients 

v...aSe  r\JjCie 

Clients 

Total 

1-  mt  Bom  in  NYC 

(142) 

(48) 

(190) 

A.    0-5  years 

14.45% 

9.07% 

12.57% 

B.    6  -  10  years 

(219) 
22.28% 

(131) 
24.76% 

(350) 
23.15% 

(150) 
15.26% 

(82) 
15.50% 

(232) 
15.34% 

D.    Over  15 

(27b) 
28.28% 

(142) 
26.84% 

(420) 
27.78% 

2-  Bom  in  N.Y.C. 

(194) 
19.74% 

(126) 
^3. 82% 

(320) 
21.16% 

Ibtal 

(983) 
100.0% 

(529) 
j  100.0% 

(1512) 
100.0% 

I 
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Table  2-6:     Child's  Age — Case  Finding  Sanple 


Age 

t liento 

Case  Aide 
Clients 

Tbtal 

(71) 

(51) 

(122) 

0—6  Tmnth*? 

5.34% 

7.14% 

5.97% 

6-12  irontlTS 

7.89% 

8.82% 

8.22% 

1-2  years 

17.37% 

18  49% 

17  76% 

(245) 

2-3  years 

18.42% 

IS  39% 

17  71% 

X / •  /X  a 

3-4  years 

(202) 

(113) 

(315) 

15.19% 

15.83% 

15.41% 

(236) 

(128) 

(364) 

4-5  years 

17.74% 

17.93% 

17.81% 

(240) 

(110) 

(350) 

5-6  years 

18.05% 

15.41% 

17.12% 

Itotal 

(1330) 
100.0% 

(714) 
100.0% 

(2044) 
100.0% 

Table  2-7:     Oorparison  of  Eligibles,  Cbntacts,  Appointment 
Reoioests,  and  Sho\-JS  Bet^veen  the  Nfeiling  and  Tace-to-Face 
Contact  Systems 


Contact  System 

Mailing 

Faa?-Tto-Face 

Ibtal 

Eligibles 

K 

1710 

H 

4749 

6459 

ODntac±s 

544 

H 

P 

1524 

2068 

Appointment  Requests 

No  data 

H 

P 

155 

ShDvra 

73 

H 

.  IIP 

44 

122 

Sho;-;s  per  eligible 

4.6% 

0.9% 

1.9% 

Shows  per  contact 

14.3% 

2.9% 

5.9% 

Shows  per  ^pt.  reqiiests 

28.4% 

i^t.  requests  per 
eligible 

3.3% 

Pppt.  requests  per 
contact 

10.2% 

Contacts  per  eligiJale 

31.8% 

32.1% 

32.0% 

H — Source  of  information:    IIRA  records 

P — Source  of  infomiation:    Project  "Linkage"  forsn. 


Table   2-8:    Health  Care  Status  of  Giildren  in  Families 
Contacted  in  the  Face-To-Faoe  System 


Aide 

PHII 

Total 

.  1. 

Parent  Requests  Appt. 
During  Interviev; 

A. 

At  Projec±  PTC 

(4) 
0.3% 

(94) 
3.4% 

(98) 
2.3% 

B. 

At  other  Anproved 
OfflP  Provider 

(fi3) 
4.2% 

(141) 
5.0% 

(204) 
4.7% 

C. 

Total  Appt.  Kequests 

(67) 
4.5% 

(235) 
8.4% 

(302) 
7.0% 

2. 

Parent  Previously 
requested  QIAP  Appt. 

(3) 
0.2% 

(30) 
1.1% 

(33) 
0.8% 

3. 

Child  Already  Under  Care 

A. 

At  Approved  CJiAP  Provider 

(303) 
25.6% 

(639) 
22:9% 

(1022) 
23. 8% 

B. 

At  tton-Approved 
Provider 

{9m 
65.2% 

(1560) 
55.9% 

(2536) 
59.2% 

C. 

Ibtal  Already  Under  Care 

(1359) 
90.8% 

(2-.99) 
78.8% 

(3558) 
83.0% 

4. 

Parent  Declines  QIAP  Ser^ 
vices — IJo  Indication  That 
Ciild  has  a  regular 
health  care  provider 

(68) 
4.5% 

(325) 
11.7% 

(393) 
9.2% 

Tbtal 

(1497) 
100.0% 

(2739) 
100.0% 

(4286) 
100.0% 

Table  2-9:    Frequency  Distribution  of  Iton-Z-pproved  Provi.ders 

Being  Used 


Provider 

Case  Aide 
Clients 

PKM 
Clients 

Tbtal 
Clients 

Lincoln  Eospital  Pediatric 

(168) 
12.4% 

(87) 
3.9% 

(255) 
7.2% 

Ibntefiore  Hospital 

(3) 
0.2% 

(1) 
0.1% 

(4) 
0.1% 

Private  Physician 

(23) 
1.7% 

(92) 
4.2% 

(U5) 
3.2% 

Bronx  Municipal  Hospital 

(4) 
0.3% 

(14) 
0.6% 

(18) 
0.5% 

Private  Ifedicaid  Clinic 

(137) 
10.1% 

(1193) 
54.3% 

(1330) 
37.4% 

Ooluirbia  Presbyterian  Hospital 

(3) 
0.2% 

(7) 
0.3% 

(10) 
0.3% 

Mt.  Sinai  Hospital 

(21)  . 
1.5% 

(19) 
0.9% 

(40) 
1.1% 

Metropolitan  Hospital 

(10) 
0.7% 

(6) 
0.3% 

(16) 
0.4% 

Centro  de  Salud  latino 

(92) 
6.8% 

(0) 
'  0.0% 

(92) 
2.6% 

Other  Health  Dept.  Clinic 

(0)..- 
0.0% 

(l)f' 

0.1% 

(1) 
.03% 

Other 

(496) 
36.5% 

(125) 
5.7% 

(621) 
17.5% 

Provider  Itot  Specified  by 
Parent 

(402) 
29.6% 

(654) 
29.6% 

(1056) 
29.7% 

Ibtal 

(1359) 
100.0% 

(2199) 
100.0% 

(3558) 
100.0^- 

Table  2-10:  ODnparison  of  Eligibles,  Contacts,  ADpointnent 
Requests,  and  Sho\^  Betr.'.een  the  PIEI  and  Case  Aide 


• 

Intervisv^ 

prri 

Case  Aide 

Tbtal 

Eligibles 

H 

2374 

H 

2374 

4748 

Cbntacts 

990 

534  ^ 

1524 

Appointinsnt  Rfiqussts 

125  ^ 

30  ^ 

155 

Shov,7S 

43 

1  ^ 

44 

Shows  per  eligible 

l.B% 

a.  04% 

0.9% 

Shows  per  contact 

4.3% 

0.2% 

2.9% 

Sh^;^;s  per  appt.  requests 

34.4?.  ■ 

3.3% 

23.4% 

Arot.  requests  per  eligible 

5.3% 

1.3% 

3.3% 

Ippt.  requests  per  contact 

12.6% 

5.6% 

10.2% 

Cbntacts  per  eligibles 

41.7% 

22.5% 

32.1% 

If— Source  of  Informtion:    HRA  records 

P— Source  of  Inforration:    Project  "Linkage"  form. 


Table  2-11:  Oxrparison  of  Activities  Performed  by  the 
Case  Aide  ax)d  PIM 


C^se  Aide 

PISJ 

Overall  Mean 

(5.89)-'- 

(10.59) 

(8.93) 

Intervie^ving  and 

Oil  "7Q.2 

Jo*  b% 

(18.98) 

(14.43) 

(1d,47) 

Clerical  and 

Administrative 

68.0% 

52. 7S 

59.6% 

(2.05) 

(2.37) 

(2.23) 

Time  Unaccounted  For 

7.3% 

8.7% 

8.1% 

(27.92) 

(27.39) 

(27.63) 

Hotal  Hours  Vfarked 

Per  T-Jeek 

100.0% 

100.0% 

100.0% 

» 


1 —  IJumbers  vdthin  parentheses  r^iresent  mean  number  of  hours  per  ^^^ek. 

2 —  Percentages  represent  percentage  of  time  per  \veek. 
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Table  2-12:  Oomparison  of  /■ppointment  Requests  and  ShDv;s 
Bet;^^een  Project  PTC  requests  and  Other  improved 
CHAP  Provider  Requests 


Rerpest  Type 


Project  PTC 

Other  Approved 
CHAP  Provider 

Total 

A^pointirent 
Requests 

P 

75 

P 

80  " 

155 

P 

44 

H 

0 

44 

Shovre  per  Appt. 

Requests 

58.7% 

0.0% 

28.4% 

H — Sjource  of  Infomation: 
P — Source  of  Information: 


HRA.  records. 

Project  "Linkage"  form. 
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Chapter  3:     Case  Monitoring:     Screening,  Diagnosis  and  Treatment 

New  York  City  Child  Health  Stations 

In  1910,  a  network  of  community  child  health  facilities  was 

established  in  N.Y.C.     The  facilities,  called  child  health  stations 

(CHS's),  were  located  mostly  in  poor  neighborhoods.     They  had  the 

dual  purpose  of  educating  mothers  and  distributing  whole  milk  for 
4 

young  babies.       The  program  was  gradually  expanded  to  include 
periodic  health  and  growth  appraisal,  immunization,  parental 
counseling,  and  referral  of  preschool  children  to  a  treatment  - 
agency  for  care  of  abnormal  findings.^ 

Over  the  years,   the  CHS's  have  been  used  widely  by  many  com- 
munities as  reliable  sources  of  preventative  health  care.  In 
1976,  there  were  57  CHS's  in  operation  citywide,  with  a  total  regis- 
tration of  106,097.     In  1976,   24.9  percent  of  all  newborn  infants 
in  NYC  were  registered  at  CHS's.    While  each  CHS  is  slightly 
different,  the  general  model  is  designed  to  accommodate  two 
physicians  working  at  the  same  time.     It  has  waiting  space  for 
30  people,  a  reception  area,  a  playroom,  and  toilet  facilities 
for  mothers  and  children. 

In  1972,  it  was  decided  to  extend  the  scope  of  19  CHS's  to 
include  acute  care  for  minor  illnesses.     CHS's  as  they  existed 
provided  preventative,  but  not  sickness  care.     These  expanded 
CHS's,  called  pediatric  treatment  clinicr,   (PTC's),  were  established 
for  several  reasons.     One  priuiary  reason  was  that  there  was  much 
concern  over  the  citywide  drop  in  CHS  enrollment,  from  178,844 
in  1968  to  125,688  in  1972.     It  was  thought  that  the  cxddition 


of  sickness  care  would  be  instrumental  in  steraning  the  tide  of 
that  decrease. 

The  changes  made  as  a  result  of  this  conversion  were  in  five 
general  areas: ^ 

Staffing.     The  major  change  here  was  the  hiring  of  a 
full-time  board-certified  pediatrician  to  direct  the  clinic. 
Traditionally,  many  part-time  physicians  were  used.     The  other 
standard  PTC  staff  included  one  or  more  pediatric  practitioners, 
a  public  health  nurse,  two  public  health  assistants,  a  laboratory 
technician,  and  one  clerk.     The  exact  number  of  each  depended  upon 
the  caseload  of  the  given  clinic. 

Scope  of  services.     The  PTC ' s  were  set  up  to  provide 
primary  preventative  care  and  the  treatment  of  minor  illnesses 
for  preschool  children.     They  were  designed  to  handle  such  problems 
a-s  the  treatment  of  acute  respiratory  infections,  diarrheal 
.diseases,   skin  infections,  and  other  uncomplicated  ailments. 

Laboratory.     Equipment  was  added  to  perform  the  following 
diagnostic  tests-:     urinalysis,  throat  culture,  white  blood  count, 
differential  count  and  red  cell  morphology,  and  gram  stain.  Speci- 
mens for  additional  tests  were  taken  and  sent  to  the  Department 
of  Health  centralized  laboratory  for  testing   (e.g.,  lead  tests  and 
hemoglobin-electrophoresis) . 

Back-up  facility.     Arrangements  with  back-up  hospitals 
were  negotiated  to  provide  specialty  consultation,  diagnostic 
services  and  hospitalization. 
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New  York  City  CHS ' s  as  EPSDT  Providers 

All  CHS's  are  official  NYC  providers  of  EPSDT  screenings. 
One  of  the  major  problems  facing  EPSDT  nationally  is  high 
turnover  of  Medicaid  eligibility.     It  has  been  estimated  that 
close  to  35  percent  of  families    on  Medicaid  lose  their  eligi- 
bility during  the  course  of  a  year.^    Because  loss  of  elibility 
means  loss  of  free  EPSDT  services  in  most  states,  this  causes 
a  large  number  of  families  to  drop  out  of  their  respective 
programs.     However,  this  problem  does  not  arise  in  CHS's,  because 
they  provide  free  EPSDT  services  to  both  Medicaid  and  non-Medicaid 
families.     This  allows  the  continuity  of  EPSDT  to  remain  intact, 
since  loss  of  eligibility  does  not  affect  accessibility  of  services 

0 

in  any  way. 

A  second  important  issue  concerns  whether  or  not  diagnosis 
and  treatment  are  provided  at  the  same  facility  as  screening. 
All  three  CHS's  used  in  this  study  were  PTC's,  which  meant  that 
a  considerable  amount  of  diagnosis  and  treatment  were  available 
on  the  premises.     The  provision  of  screening,  diagnosis  and  treat- 
ment at  the  same  facility  is  a  major  advantage.    Clearly,  the 
mother's  task  of  having  her  children  screened  becomes  decidedly 
easier  when  she  can  also  have  them  treated  at  the  same  location, 
often  during  the  same  visit. 
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TDT  screens  are  provided  for  children  up  to  five  years 
of  age  at  the  CHS's.     The  City  Health  Department  recommends 
that  14  screens  be  given  between  birth  and  five  during  prescribed 
age  intervals  (see  Appendis  A) .     Parents  are  encouraged  to  bring 
their  children  in  for  all  due  screens  at  the  appropriate  times. 
The  CHS  staff  tries  to  ensure  that  all  due  components  of  a  screen 
are  given,  and  that  appointments  for  periodic  rescreens  are 
arranged.     If  a  screen  uncovers  any  abnormalities  requiring  an 
additional  visit  for  diagnosis/treatment,  a  referral  is  mcide 
either  within  the  CHS  itself  to  another  health  department  service 
such  as  a  TB  clinic,  or  to  some  outside  facility.     The  staff 
monitors  all  referrals  to  ensure  that  as  many  as  possible  are 
resolved. 

The  Rationale  for  Using  a  Case  Monitor 

What  typically  happens  at  CHS's  is  that  case  monitoring 
activities  are  handled  by  several  nurses  and  clerks.     Rarely  is 
any  one  individual  assigned  to  them  full-time.     This  delegation 
of  the  monitoring  function  to  different  individuals  can  poten- 
tially lead  to  discontinuity  and  disorganization.  Furthermore, 
the  project  CHS's  v;ere  located  in  the  South  Bronx,  which  is  a 
predominantly  Hispanic  community,  but  very  few  of  the  staff 
members  there  are  bilingual.     It  was  therefore  hy"pothesized  that 
the  insertion  of  a  single  individual  into  the  system  as  a  full- 
time  monitor  would  be  a  helpful  addition.     It  was  thought  that 


the  best  type  of  person  for  this  position  would  be  a  parapro- 
fessional-level  and  bilingual  employee.     Paraprof essional  status 
was  advantageous  from  a  cost  effectiveness  standpoint.  Although 
the  employee  represented  an  additional  staff  member,  the  extra 
cost  was  minimal;  and  bilingual  ability  enabled  the  individual 
to  communicate  with  the  entire  caseload,   65.8  percent  of  whom 
were  Hispanic. 

These  additional  employees,  called  case  monitors,  were  used 
at  the  Mitchell  and  Tinton  PTC's,  but  not  at  the  Melrose  PTC. 
Melrose  served  as  the  control  clinic  in  the  study.     There,  a 
clerk  was  inserted  simply  to  collect  comparison  data;   she  did 
not  intervene  in  PTC  operations  in  any  way. 

The  Case  Monitor  Function 

It  should  be  emphasized  that  case  monitors  did  not  perform 
new  functions  at  the  PTC's,  but  rather,  helped  out  with  tasks 
already  being  handled  by  several  others.     They  were  essentially 
responsible  for  monitoring  screening  completion  and  problem 
resolution. 

Screening  Completion.     The  form  used  by  New  York  City  CHS's  to 
record  screening  results  is  called  the  "CHAP-1"   (see  Appendix  B) . 
CHAP  stands  for  Child  Health  Assurance  Program.     It  is  the  name 
given  to  the  EPSl\?  program  by  the  State  Department  of  Social 


Servides  (DSS) .     In  New  York,  the  term  CHAP  is  useu  inter- 
changably  with  EPSDT.    All  exam  components  and  immunizations 
mandated  on  one  or  more  of  the  14  schedviled  screens  between 
birth  and  five  are  listed  on  the  form.     From  the  child's  age, 
the  case  monitor  determined  which  one  of  the  14  screer.s  the- 
child  was  scheduled  to  have.    She  then  indicated  on  the  CHAP-1 
all  exam  components  that  were  due,  as  a  guide  to  clinicians 
who  would  later  examine  the  child. 

Upon  completion  of  the  examination,  the  child's  CHAP-1  form 
was  shown  to  the  case  monitor.     The  monitor  reviev/ed  the  form 
to  confirm  that  all  components  had  been  done  and  available 
results  entered.     If  a  screen  was  found  incomplete   (e.g.,  if  a 
three-year-old  had  not  received  a  vision  or  hearing  test) ,  it 
was  brought  to  the  attention  of  the  public  health- nurse   (PKN) . 
The  PHN  would  then  arrange  to  have  the  missing  component (s) 
completed  before  the  child  left  the  clinic. 

An  effort  was  made  to  complete  all  screens  in  one  visit, 
since  prompt  return  visits  were  oftentimes  difficult  to  arrange 
and  broken  appointment  rates  were  high.     If  a  screen  was  not 
completed  in  a  single  visit,  monitors  scheduled  another  appoint- 
ment as  soon  thereafter  as  possible.    When  the  child's  first 
screen  during  the  study  was  completed,  the  monitor  set  up  an 
appointment  for  the  next  one.     For  appointments  made  far  in 
advance,  they  mailed  reminders  to  parents  a  week  ^head  of  time 
and  followed-up  on  broken  appointments. 
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Problems  Requiring  Treatment 

When  a  child  appeared  for  a  screening,  monitors  attached 
the  project  "Referral  Form"  to  his  CHAP-1   (see  Appendix  B) . 
This  form  was  ui.-ed  by  the  clinician  if  a  problem  \;as  identified 
which  required  treatment.     Treatment  was  provided  at  either  the 
PTC  conducting  the  screen  or  to  an  outside  facility.     If  an 
outside  facility  was  selected,  the  monitor  called  to  make  the 
arrangements.     Those  problems  which  were  of  a  very  minor  nature 
were  usually  treated  at  the  PTC  on  the  very  same  day  as  the  screen 
Such  problems  are  not,  in  the  traditional  sense,  "referrals','.. 
Other  problems  were  also  identified  which  required  either  a 
subsequent  visit  to  the  PTC  or  referral  to  another  source  of  care. 
These  problems  are  "referrals".     For  the  purposes  of  this  report, 
we  will  be  discussing  all  problems  requiring  treatment  as  a  group 
due  to  the  fact  that  the  PTC's  were  capable  of  treating  many  of 
the  problems  identified  during  the  screening  visit. 

The  monitor  tried  to  ensure  that  cases  were  resolved  as 
quickly  as  possible.    A  case  was  considered  resolved  when  the 
child  V7a3  cured,  treatment  was  not  advisable,   or  maximum  benefit 
was  achieved.    When  a  "Referral  For-m"  was  returned  to  the  PTC 
from  an  outside  facility,  the  monitor  determined  whether  or  not 
the  case  was  resolved.     If  not  resolved,  the  monitor  intervened 
through  various  follow-up  attempts. 
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Results 

Conducting  the  Entire  Screen 

Screens  due.     The  birth  to  five-year  period  is  divided  into 
14  age  intervals.     These  will  henceforth  be  referred  to  as  phases. 
One  screen  is  due  during  each  phase,  the  components  of  which  are 
prescribed  by  the  NYC  CHAP  guidelines  as  a  function  of  age.  We 
derived  the  number  and  type  of  due  screens  for  each  child  from 
his  birth  and  registration  dates,  and  the  project  ending  date. 
This  was  done  according  to  the  following  rules:     First,  the  phase 
in  which  registration  occurred  was  always  considered  due. 
Second,  all  subsequent  phases  occurring  between  the  registration 
and  ending  dates  were  also  due.     And  third,,  to  make  allowances 
for  the  fact  that  the  last  phase  was  usually  at  least  partially 
cut  off  by  the  ending  date  of  the  prpject,  tliat  phase  was  not 
considered  due  unless; 

1.  A  screen  was  begun  more  than  one  month  before  the 
ending  date.     In  this  instance,  the  phase  was 
considered  due  regardless  of  whether  it  was 
completed.     It  vas  felt  that  a  month  was  suffi- 
cient time  to  cori.plete  a  screen. 

2,  A  screen  was  begun  less  than  a  month  before  the 
ending  date,  but  completed.     In  this  case,  the 
screen  was  considered  as  bc.-.h  due  and  completed. 
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A  frequency  distribution  of  the  number  of  due  phases  pv^r 
child  is  presented  in  Table  3-la.  The  mean  number  of  due  phases 
per  child  was  2.2.     Of  course,  as  can  be  seen  on  the  periodicity- 
chart,  younger  children  were  due  to  have  more  screens  than 
older  children. 

Screens  initiated.     The  number  of  screens  initiated  was 
defined  as  the  total  number  of  screens  started,  regardless 
of  whether  or  not  they  were  completed. 

Screens  completed.    A  screen  was  completed  when  (a)  it 
vas  started  and  completed  within  a  single  phase,  and  (b)  all 
components  of  it  were  done.     Screens  failing  to  meet  both  re- 
quirements were  defined  as  incomplete. 

Rate  of  initiation.     This  measure  i.^as  concerned  with  the 
extent  to  which  children  received  their  correct  number  of 
screens.     For  each  child,  the  number  of  screens  initiated  was 
divided  by  th'S  number  of  screens  due.     So  that  if  four  screens 
were  due  and  three  were  initiated,  the  child's  screen 

Rate  of  Initiation=  Number  of  screens  initiated 
^  Number  of  screens  due 

initiation  score  would  be  .75   (i.e.,  the  child  would  have 
received  75  percent  of  his>, required  numjoer  of  screens)  . 
The  case  monitors   (who  again,  were  project  staff  members) , 
were  actively  involved  in  scheduling  children  for  screens. 
Because  of  this  added  effort,  it  was  expected  that  screen 
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initiation  rate  would  be  higher  in  the  monitor  PTC ' s  (Mitchell 
and  Tinton)   than  in  the  no  monitor  PTC,  Melrose   (see  Tables 
3-2a  through  3-2d  for  distribution  of  initiated  screens) .  A 
one-way  analysis  o±  variance  was  performed  on  the  data  to  test 
this  hypothesis.     The  results  are  shown  in  Table  3-2e. 

The  results  of  this  analysis  indicate  that  the  three 
FTC's  did  not  initiate  equivalent  numbers  of  due  screens.  The 
results  show  that  Mitchell,  a  monitor  PTC,   initiates  a  greater 
percentage  of  due  screens   (94.3%)   than  either  of  the  other 
two  clinics.     However,  when  we  combined  the  rates  of  Mitchell 
and  Tinton  to  compare  monitor  PTC ' s  with  the  control  PTC 
(Melrose) ,  no  significant  effect  was  found. 

Rate  of  completion.     This  measure  was  concerned  with  the 
extent  to  which  screens  were  started  and  completed  within  a 
single  phase,  and  all  due  components  given.     It  was  derived 
by  dividing  the  number  of  screens  completed  by  the  number  due. 

Rate  of  Completion=  Number  of  screens  completed 

Number  of  screens  due 

A  higher  rate  was  expected  in  the  monitor  PTC's  (see  Tables 
3-3a  through  3-3d  for  distribution  of  completed  screens) . 
The  results  of  the  ANOVA  are  presented  in  Table  3-3e.  Contrary 
to  our  expectations,  Melrose  shows  a  significantly  higher 
rate  of  completed  to  due  L.-reens   (49.9%)   than  both  monitor 
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clinics  (32.4%  at  Tinton  and  42.4%  at  Mitchell). 

Number  of  visits  required  on  initiated  and  completed  screens. 

The  PTC  staff  tried  to  conduct  all  screens  in  a  single 
visit.      The  most  frequent  causes  of  failure  to  complete  in  one 
visit  included  late  arrival  for  a  morning  or  afternoon  session, 
which  didn't  allow  the  staff  the  time  it  needed;  an  unusually 
large  number  of  unexpected  sickness  visits,  which  tended  to 
delay  the  child's  passage  through  the  PTC;  and  parents  falsely 
assuming  that  all  due  components  had  been  done,  and  leaving 
prematurely. 

A  frequency  distribution  of  visits  required  to  conduct 
screens  in  each  PTC  is  presented  in  Table  3-4a.     Notice  that 
overall,  the  vast  majority  of  all  screens   (33.1%)  was  done  in 
one  visit.     Furthermore,  fewer  than  three  percent  of  all  screens  » 
required  three  or  more  visits.     Thus,  it  would  seem  that  the 
PTC's  are  meeting  their  objective  of  conducting  screens  promptly. 

Case  monitors  were  given  the  task  of  checking  a  child's 
folder  when  the  family  was  ready  to  leave.     If  she  found  that 
required  components  were  missing  she  encouraged  the  parent  to 
stay  and  make  them  up  if  at  all  possible.     Because  of  these 
activities  on  the  part  of  the  monitor,  it  was  hypothesized  that 
screens  would  be  completed  in  fewer  visits  at  Mitchell  and 
Tinton  than  at  Melrose,  the  control  clinic.     The  results  of 
the  ANOVA's  for  initiated  and  completed  screens  are  shown  in 
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Tables  3-4c  and  3-4d .     The  hypothesis  did  not  receive  support 
in  either  case. 

Time  interval  required  to  conduct  initiated  and  completed 
screens. 

A  second  measure  of  promptness  was  the  time  interval  re- 
quired to  conduct  screens.     A  frequency  distribution  of  screening 
intervals  for  each  PTC  is  shown  in  Table  3-5a.     In  recording 
this  data,  the  case  monitors  and  control  clerk  awaited  the 
return  of  all  laboratory  results  before  assigning  a  completion 
date  to  the  screening  interval.     This  accounts  for  the  dis- 
crepancy found  be''~.ween  the  number  of  screens  conducted  in  one 
visit  (which  was  1201  overall) ,  and  the  number  of  screens  con- 
ducted in  their  entirety  on  the  same  day  (which  was  only  8  75) . 
In  any  event,  both  sets  of  results  suggest  that  by  and  large, 
screens  are  being  done  promptly. 

If  second  and  third  visits  were  required  to  complete  a 
screen,  the  case  monitor  tried  to  schedule  those  appointments 
at  tlie  earliest  possible  time.     This  was  done  in  order  to  com- 
plete screens  during  the  same  phase  in  which  they  were  started, 
in  accorc'ance  with  CHAP  periodicity  guidelines.     Because  monitors 
made  an  explicit  effort  to  stay  within  those  guidelines  —  by 
treating  the  ending  dates  of  phases  as  deadlines,  it  was 
expected  tliat  screens  would  be  completed  in  less  time  at 
Mitchell  and  Tinton  than  at  Melrose.     The  results  of  the  ANOVA's 


for  initiated  and  completed  screens  are  presented  in  Tables 
3-5c  and  3-5d.     As  can  be  seen  from  these  t:ibles,  there  was 
no  difference  among  the  three  clinics  with  regard  to  the  time 
interval  required  to  conduct  a  screen  with  intervals  ranging 
from  19.3  days  at  Melrose  to  23.2  days  at  Tinton  and  20.3  days 
at  Mitchell. 

Broken  appointments.  The  broken  appointments  problem  is 
one  that  has  plagued  EPSDT  programs  since  their  inception. 
High  rates  of  unkept  appointments  can  result  in  idle  staff  and, 
thus,  in  unacceptable  cost  effectiveness.     According  to  a  recent 
report  by  the  Children's  Defense  Fund,  broken  appointment  rates 
can  sometimes  run  as  high  as  50  percent  in  an  EPSDT  program. 

In  the  present  study,  the  case  monitors  and  control  clerk 
kept  records  of  all  broken  appointments  once  a  child  was  regis- 
tered into  the  project.     However,  they  had  no  records  of  broken 
appointments  that  might  have  taken  place  prior  to  registration. 
A  child's  first  show  at  a  PTC  during  the  project  period  (at 
which  time  he  was  likely  to  have  been  registered) ,  might  very 
well  have  been  preceded  by  several  unkept  appointments.  In 
fact,  broken  appointment  rate  is  typically  higher  for  first 
visits  to  providers  than  for  subsequent  visits.     For  this 
reason,  the  data  reported  here   (which  includes  only  records 
for  subsequent  visits) ,  will  reflect  lower  broken  appointment 
rates  than  probably  existed  overall.     A  frequency,  distribution 
of  broken  appointments  in  the  present  study  is  shov.a  in  Table 
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3-6a.     Overall,  one  or  more  appointments  were  broken  on  only 
8.5  percent  of  all  screens. 

Broken  appointment  rate  was  obtained  by  dividing  the 
nximber  of  broken  appointments  by  the  total  nuiaber  of  appoint- 
ments made.     There  were  1974  total  appointments,  of  which 

Broken  Appointment  Rate=  Number  of  broken  appointments 

Total  number  of  appointments  made 

1735  were  kept  and  239  broken.     Thus,  the  broken  appointment 
rate  was  12.1  percent.    According  to  Wilson  and  O'Keefe  (1974), 
a  rate  of  15  percent  or  lower  is  optimal.     It  would  appear 
that  the  PTC's  are  highly  successful  in  keeping  the  niimber  of 
broken  appointments  at  a  minimum. 

Case  monitors  took  an  active  part  in  attempting  to  reduce 
the  incidence  of  broken  appointments.     They  tried  to  prevent 
them  from  happening  in  the  first  place,  and  followed  up  on 
them  when  they  did  occur.     As  a  preventative  measure,  reminder 
letters  were  "^sent  out  one  week  in  advance  of  all  screening 
appointments.     And  when  a  child  failed  to  show  for  an  appoint- 
ment, telephone  or  mail  contact  was  attempted.     A  copy  of  the 
reminder  letter  sent  to  "no-shows"  is  presented  in  Appendix  D. 
Because  of  this  extra  effort  put  forth  by  the  monitors,  the 
broken  appointment  rate  was  expected  to  be  lower  in  the  monitor 
PTC's  than  at  Melrose.     The  results  of  the  ANOVA  performed  on 
the  data  are  shown  in  Table  3-6b.     The  hypothesis  was  not 
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supported. 

Individual  Components 

An  examination  of  individual  screening  components  better 
enabled  us  to  identify  the  causes  of  incomplete  screens.  Screens 
were  considered  incomplete  if  not  started  and  completed  within 
a  single  phase,  or  if  missing  any  components.    A  frequency 
distribution  of  missed  components  is  presented  in  Tables  3-7a 
through  3-7d.     Missed  component  rates  for  each  component  were 
obtained  by  dividing  the  niomber  of  times  a  component  was  missed 
by  the  total  number  of  times  it  was  due  on  those  screens  that 
were  initiated. 

Missed  Component  Rate=  Number  of  times  component  missed 

Number  of  times  component  due  on 
initiated  screens 

Without  exception,  history  and  physical  examination  com- 
ponents were  missed  less  often  than  immunizations,  laboratory 
tests,  and  hearing  and  vision  tests.     One  explanation  of  this 
is  connected  with  scheduling.     The  former  components  were  due 
regularly  on  every  screen,  while  the  latter  ones  were  due. 
intermittently  and  sporadically.     The  relatively  irregular 
scheduling  of  immunizations,  lab,  and  hearing  and  vision  tests 
led  to  instances  of  components  beir^j  given  when  not  due,  and 
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missed  when  due.     Another  explanation  of  the  missed  component, 
rate  difference  centers  around  the  heavier  reliance  upon  sup- 
plies and  apparatus  in  administering  immunizations,  lab,  and 
hearing  and  vision  screenings.     Supply  depletions  and  equip- 
ment malfunction  did  occur  froxa  time  to  time,  which  in  turn 
impacted  more  heavily  upon  immuniza-' ions,  etc. 

In  attempting  to  account  for  the  causes  of  missed  com- 
ponents, two  separate  categories  of  them  were  established. 
The  first  contained  all  instances  where  an  effort  was  made 
to  test  the  child,  but  the  staff  was  somehow  unable  to  carry 
out  the  test.     Examples  of  this  included  equipment  malfunction 
supply  shortages,  lack  of  cooperation  on  the  part  of  the 
child,  or  any  other  legitimate  reason  for  omitting  a  pro- 
cedure,    the  second  category  was  comprised  of  all  cases 
where  no  explanation  for  the  omission  was  supplied.  A 
breakdown  of  missed  components  by  these  two  categories  is 
shown  in  Table  3-7e.     For  the  majority  of  all  missed  com- 
ponents (60%) ,  no  explanation  was  given.     Where  there  was 
no  explanation,  carelessness  on  the  part  of  the  CHS  staff 
or  case  monitor  cannot  be  ruled  out.     Nevertheless,  since 
the  overall  missed  component  rate  was  so  low  (3.9%),  the 
amount  of  any  such  carelessness  was  decidedly  minimal. 

Frequency  distributions  of  (a)   children  receiving  a 
due  component  at  least  once,  and  (b)  children  receiving  a 
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component  on  all  initiated  screens  on  which  it  was  due  were 
obtained  (see  Tables  3-8a  through  3-9d)  .     Tb'^jse  data  reflect 
the  same  trend  as  was  found  for  missed  components.  History 
and  physical  exaininaticii  components  were  received  more  de- 
pendably than  immunizations,  laboratory  tests,  and  hearing 
and  vision  tests.     The  explanations  for  this  difference  are 
again  the  same  —  irregular  scheduling  and  greater  dependency 
on  supplies  and  equipment  in  the  latter  components. 

Outcomes  of  Screens 

Abnormalities  per  screen.     Outcomes  of  screening  pro- 
cedures were  categorized  as  normal  or  abnormal  in'  accordance 
with  the  New  York  City  Department  of  Health  Guidelines  for 
EPSDT  (see  Appendix  A) .     The  rate  of  abnormalities  per  screen 
was  gotten  by  dividing  the  number  of  abnormalities  by  the 
number  of  screens. 

Rate  of  Abnormalities  Per  Screen=  Number  of  abnormalities 

Number  of  screens 

A  total  of  ^_144.2^c^eens  were  given  during  the  project,  in 
which  667  abnormalities  were  found.     Thus,  the  rate  of  abnormal- 
ities per  screen  was.;46.  Slightly  less,  than  one  abnormality  was 
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found  for  every  two  screens.    A  frequency  distribution  of 
abnormalities  per  screen  is  shown  in  Table  3-lOa.  68  percent  of 
all  screens  had  no  abnormal i ties  and  32  percent  had  one  or  more. 

Abnormalities  per  component.     The  rate  of  abnormalities 
per  screening  component  was  obtained  by  dividing  the  nizmber 
of  abnormal  outcomes  for  a  screening  component  by  the  number 
of  times  it  was  given. 

Number  of  abnormal  outcomes 

Rate  of  Abnormalities  per  component  =  for  component  

Niimber  of  times  component  given 

The  results  for  each  component  are  shown  in  Table  3-11.     The  com- 
ponents yielding  the  highest  rates  were  nose   (10.8%),  mouth  and 
throat  (7.3%),  cardio-palmonary  (5.1%),  condition  of  skin  (6.1%), 
and  anemia — hemoglobin  and  hematocrit  (9.1%). 


Abnormalities  on  initial  screens  and  rescreens.     The  first 
screen  received  by  a  child  during  the  study  was  defined  as  his 
initial  screen.     All  further  screens  received  by  a  child  were 
defined  as  rescreens  or  subsequent  screens.     It  is  important  to 
note  here  that  an  initial -.screen  is  not  necessarily  the  first 
screen  a  child  has  ever  had  at -the  PTC.     An  initial  screen  is 
simply  the  first  screen  a  child  has  had  since  the  beginning  of 
the  project.     Of  the  1443  screens  given,  880   (or  61  percent) 
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were  initial  and  564   (or  39  percent)  were  rescreens.     377  and  290 
abnormalities  were  detected  on  each  respectively.     The  rates  of 
abnormalities  for  both  were  obtained  as  follows: 

Rate  of  abnormalities  per      Number  of  abnormalities  on 

initial  screen  =  initial  screens  

Number  of  initial  screens 

Rate  of  abnormalities  per      Number  of  abnormalities  on 

rescreen  =  rescreen  

Number  of  rescreens 

The  abnormality  rate  for  initial  screens  was  42.8  percent  and  for 
rescreens,  51.5  percent.    A  distribution  of  abnormalities  on  each 
component  by  whether  tJiey  occurred  on  initiated  or  rescreen  is 
shown  in  Table  a"-3-12a  through  3-12d. 

Previous  status  of  abnormalities.     TUDnormalities  were  cal-e- 
gorized  as  old  or  new  by  the  examining  clinician.     Old  abnor- 
malities were  those  uncovered  in  previous  screenings  or  already 
known  to  the  parent,  and  new  abnormalities  were  recent  and/or 
previously  unknown.    A  frequency  distribution  of  old  and  new 
abnormalities  on  each  component  by  whether  they  were  old  or  new 
is  presented  in  Tables  3-13a-d.     Notice  that  the  percentage  of  new 
abnormalities  far  exceeded  the  percentage  of  old  by  an  80  to  20 
margin.     The  explanation  of  this  is  that  the  most  common  cate- 
gorj.es  of  abnormalities  were  acute  and  self-limiting  conditions 
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and  are  therefore  most  likely  to  be  new.     It  supports  the 
contention  that  EPSDT-CHAP  screens  are  highly  comprehensive. 

It  was  thought  that  a  good  number  of  new  diseases  and 
abnormalities  found  on  initial  screens  might  be  of  long-term 
duration.     Thus,  they  would  re-appear  as  old  abnormalities  on 
subsequent  screens.     For  this  reason,  it  was  hypothesized  that 
rate  of  new  abnormalities  would  be  higher  on  initial  than  on 
rescreens.     Both  rates  were  calculated  by  dividing  the  number 
of  new  abnormalities  by  the  number  of  all  abnormalities. 


Rate  of  new  abnormalities  on 
initial  screens 


Number  of  new  abnormalities 

on  initial  screens  

Number  of  all  abnormalities 
on  initial  screens 


Rate  of  new  abnormalities  on 
rescreens 


Number  of  new  abnormalities 

on  rescreens  

Number  of  all  abnormalities 
on  rescreens 


Three  hundred  twenty  (320)  of  the  377  abnormalities  found  on 
initial  screens  were  new,  and  214  of  the  290  abnormalities  on 
rescreens  were  new.    As  seen  in  Tables  3-14a-d,   the  rates  for  each 
were  84.9  and  73.8  percent,  respectively.     To  determine  the 
likelihood  of  a  difference  this  large  occurring  by  chance,  a 
chi  square  test  was  performed  on  the  data.     The  difference 
between  abnormality  rates  v/as  found  to  be  significant. 
This  provides  support  for  the  hypothesis  that  rate  of  new 
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abnormalities  is  higher  on  initial  than  on  rescreens. 

Abnormal  findings  requiring  treatment  rate  per  screen, 
rate  was  derived  by  dividing  the  number  of  referred  abnormalities 
by  the  n'lmber  of  screens. 

Abnormal  findings  requiring  Number  of  abnormal  findings 

treatment  rate  per  screen       ^      =  requiring  treatment  

Number  of  screens 

A  frequency  distribution  of  abnormal  findings  requiring  treatment 
rate  per  screen  by  screening  components  and  age  is  shown  in 
Table  3-15a     through  3-15d. 

Abnomal  findings  requiring  treatment  rate  per  abnormality. 
This  rate  was  d^;rived  by  dividing  the  number  of  abnormalities 
requiring  treatment  by  the  number  of  all  abnormalities. 

Abnormal  findings  requiring  Number  of  abnormal  findings 

treatment  rate  per  screen  =  requiring  treatment  

Number  of  abnormalities 

A  frequency  distribution  of  abnormal  findings  requiring  treatment 
rate  per  abnormality  by  screening  components  and  age  is  shown  in 
Tables  3-16  a  through  3 -16d. 
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Problems  Requiring  Treatment  anrl  their  OutcoTnqs 

Problems.  A  problem  was  defined  as  any  abnormality  or 
group  of  abnormalities  that  required  further  diagnosis  and/or 
treatment.    According  to  the  Children's  Defense  Fund,  "National- 
ly in  fiscal  year  1976,  for  every  three  screens,  two  conditions 
were  found  needing  follow-up  care."^     The  rate  of  problems  per 
screen  in  the  present  study  was  .20. 

Rate  of  problems  per  screen=  Number  of  problems 

Number  of  screens 

We  were  interested  in  the  rates  of  confirmed  vs.  unconfirmed 
screening  results.    All  unconfirmed, problems  were  necessarily 
of  the  false  positive  type;   that  is,  what  was  screened  as  a 
problem  was  found  either  not  to  be  a  problem  at  all  on  further 
examination  or  diagnosis  procedure   (e.g.,  a  positive  tine  test 
is  followed  up  by  the  more  definitive  PPD  test)  or  a  problem 
of  another  type.     Confirmation  rates  for  problem  existence 
and  type  are  shown  in  Tables  3-17  and  3-18.     Overall,  98.6% 
of  all  problems  identified  were  confirmed.    ,of  the  confirmed 
problems,  99%  of  the  diagnoses  were  also  confirmed.     Both  of 
these  rates  are  so  high  that  differences  among  clinics  are 
not  to  be  expected. 
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Confirmation  rate  for  existence 


Confirmation  rate  for  type 


Number  of  problems  confirmed 

=  as  existing  

Number  of  problems 


Number  of  problems  .confirmed 

=  as  the  same  type  

Number  of  problems 


For  the  remaining  analyses  in  this  section,  all  cases 
where  the  existence  of  a  health  problem  was  disconfirmed  were 
not  included. 

A  breakdown  of  problems  by  acute-chronic,  symptomatic- 
asymptomatic,  and  mild-moderate-severe  is  shown  in  Tables  3-19 
through  3-21.     Most  problems  uncovered  during  CHAP  screens 
were  acute   (88.4%)  and  symptomatic  (73%). 

We  identified  whether  a  problem  was  previously  known  or 
previously  unkno'.^m  to  the  child's  caretaker,  and  whether  it 
was  under  care  or  not  under  care.     In  a  recent  study,  it  was 
found  that  between  60  and  80  percent  of  problems  needing 
follow-up  care  were  previously  unidentified  or  uncared  for.^ 
The  unique  contribution  of  a  screen  is  higher  v/hen  a  previously 
unknown  problem  is  uncovered  and/or  when  care  is  initiated 
for  a  problem  formerly  not  under  care.     A  breakdown  of  problems 
by  known-unknown  and  under  care-not  under  care  is  shown  in 
Table  3-22.  .  ' 


Outcomes.     Problem  resolution  data  revealed  the  extent 
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to  which  abnormalities  requiring  treatment  were  resolved. 

A  problem  was  considered  resolved  if  any  of  the  following 
conditions  were  met: 

1.  Condition  minor:     Treatment  completed  in  one 
visit. 

2.  Condition  presumed  cured  or  inactive  within 
ten  days  of  initial  treatment. 

3.  Condition  noted,  but  treatment  not  advisable 
or  warranted. 

4.  Treatment  plan  completed,  with  child  cured  or 
the  problem  inactive. 

5.  Treatment  terminated  with  maximum  benefit 
achieved. 

It  was  considered  unresolved  if: 

1.  Child  still  under  treatment. 

2.  Condition  noted  but  not  treated  because 
treatment  not  authorized  in  the  jurisdiction. 

3.  Condition  noted  but  not  treated,  because 
treatment  not  locally  available. 

4.  Family  declined  further  participation: 

(a)  Failure  on  third  appointment  for 
first  visit. 

(b)  Failure  on  third  appointment  for 
extended  treatment.  - 

Family  moved  from  jurisdiction. 


Problem  resolution  rates  are  shown  in  Table  3-23. 

Problem  resolution  rate  =  Number  of  resolved  problems 

Number  of  problems 

It  can  seen  that  Melrose,  the  control  clinic,   tended  to  resolve 
a  greater  number  of  problems  than  either  monitor  clinic  (86.8% 
vs  61.5%  vs  60.0%) . 

Table  3-24  reflects  the  reason  for  problem  resolution. 
It  is  obvious  from  examination  of  this  table  that  there  were 
differences  between  the  clinics  in  their  reasons  given  for 
problem  resolution.     While  the  cause  of  this  is  unclear,  since 
the  problems  in  the  clinics  do  not  appear  to  differ  in  either 
their  severity  or  type   (chronic/acute) .     It  may  simply  be  dif- 
ferent operational  definitions  of  the  three  reasons  for 
resolution  between  the  clinics,  or  doctors,  an  issue  which  this 
study  was  not  designed  to  address. 
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Summary 


The  case  monitoring  section  of  this  study  was  an  effort 
to  introduce  into  the  Pediatric  Treatment  Clinics  an  additional 
staff  pember  whose  responsibilty  it  was  to  "track"  children 
through  the  CHAP  screening  process.     It  was  believed  that  the 
monitoring  activities  of  this  individual  would  result  in 
increased  rates  of  initiated  and  completed  screens.     It  was 
also  hypothesized  that  the  time  interval  and  nuir.ber  of  visits 
required  for  completing  a  screen  would  be  reduced  through  the 
presence  of  the  monitor.     Only  one  of  these  hypotheses  was 
partially  supported.     On  the  screening  initiation  measure,  a 
case  monitor  clinic  had  a  significantly  higher  rate  of  ini- 
tiated screens  than  the  control  clinic,  but  the  other  did 
not.     The  data  for  screening  completion  revealed  a  higher 
completion  rate  for  the  control  clinic  than  for  both  monitor 
clinics.     There  were  no  significant  differences  among  clinics 
on  the  time  interval  and  number  of  visits  measures. 

For  problems  requiring  treatment,  it  was  also  expected 
that  the  case  monitor  would  have  a  positive  impact.  But 
the  results  show  that  Melrose  —  the  control  clinic,  resolved 
a  greater  number  of  problems  than  the  monitor  clinics. 

There  are  a  number  of  explanations  for  the  apparently 
poor  showing  of  the  case  monitors  evidenced  in  th-is  study. 
Pediatric  Treatment  Clinics  in  New  York  City  are '  -mown  to 
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vary  quite  a  bit.  Since  no  baseline  or  pre-project  data  was 
gathered  at  Melrose,  Mitchell  and  Tinton,  their  relative 
efficiency  prior  to  the  project  period  remains  unknovm.  The 
possibilxty  exists  that  Melrose  began  at  a  much  higher  level 
of  functioning  and  managed  to  maintain  that  edge  despite  the 
addition  of  the  case  monitors.  This  might  explain  why  Melrose 
was  ahead  on  more  measures  than  expected. 

Another  explanation  centers  around  the  possibility  of 
between  clinic  differences  in  the  interpretation  and  treat- 
ment of  project  form  items.     Perhaps  the  very  presence  of 
case  monitors  at  Mitchell  and  Tinton  resulted  in  the  imposition 
of  more  stringent  standards  by  the  staff  in  filling  out  the 
project  forms.     This  in  turn  would  have  resulted  in  lower 
screening  completion  rates,  problem  resolution  rates,  and  the 
like. 

Nonetheless,  because  of  the  complexity  and  inconsistency 
of  these  results,  further  study  in  this  aresi  is  called  for. 
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Table  3-la5    Distribution  of  Children  by  §  of  Phases  Due 


#  of  Phases  Due 


1 

2 

3 

4 

5 

6 

(403) 

(163) 

(158) 

(88) 

(56) 

(12) 

45.8% 

18.5% 

17.9% 

10% 

6.4% 

1.4% 

Table  3-lb:     Distribution  of  Children  by  NuiT±>er  of 
Phases  bue  Within  Each  PTC 
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Table   3-2  e:  /Analysis  of  Variance  of  the  Patio    of  :> 
Initiated  Screens  to  Due  Screens  ^ 
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Table  3-3e:  TVnalysis  of  Variance  of  the  Ratio  of 
Omoleted  Screens  to  Due  Screens 


Source 
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.424 

.324 

.499 

N  278  184  418 
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Table  3-4c: 


Analysis  of  Variance  of  Number  of  Visits  Required 
for  Initiated  Screens 


Source 

df 

MS 

F 

Between  groups 
Within  groups 

2 

1441 

0.847 
0.251 

2.579 

Mitchell 

Tinton 

Melrose 

Mean  Nuitber 
of  Visits 

1.221 

1.178 

1.155 

N* 

588 

264 

592 

*  N  represents  the  number  of  initiated  screens  recorded  in 
each  CHS. 


Table  3-4  d: 


Analysis  of  Variance  of  Number  of  Visits  Required 
for  Completed  Screens 


Source 

df 

MS 

F 

Between  groups 
Within  groups 

2 

673 

0.028 
0.135 

<  1 

Mitchell 

Tinton 

Melrose 

Mean  Number 
of  Visits 

1.113 

1.096 

1.123 

N* 

243 

9A 

334 

*  N  represents  the  number  of  completed  screens  recorded 
in  each  CHS. 
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Table  3 -5b: 


Analysis  of  Variance  of 
Time  Interval  Required  for  Initiated  Screens 


Source 

df 

MS 

F 

Between  groups 

2 

1390.578 

<.  1 

Within  groups 

14A1 

1969.836 

Mitchell 

Tinton 

Melrose 

Mean  Number 

20.301 

23.205 

19.313 

of  Days 

N* 

588 

264 

592 

*    N  represents  the  number  of  initiated  screens  recorded  in 
each  CHS. 
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Table  3-5c: 


Analysis  of  Variance  of 
rime  Interval  Required  for  Completed  Screens 


Source 

di 

MS 

F 

Bf.iween  groups 
Within  groups 

2 

673 

9bl.641 
438.821 

2.191 

Mitchell 

Tinton 

Melrose 

Mean  Number 
of  Days 

4.802 

10.085 

6.60b 

N* 

248 

94 

334 

*    N  represents  the  mimber  of  completed  screens  recorded 
in  each  CHS. 
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Table  3-6b: 
Analysis  of  Variance  of  Broken  Appointments 


Source 

df 

MS 

F 

Between  groups 
Within  groups 

2 

1441 

5.185 

A  /on 

0.  420 

12.350  *** 

.4 

***    p  <.05 

- 

Mitchell 

Tinton 

Melrose 

Mean  number  of 
broken  appoint- 
mens  per  screen 

0.267 

0.076 

0.105 

'i 
1 

f 
> 

N* 

588 

264 

592 

*N  represents  the 

number  of 

initiated 

screens  recorded 

in  each  CHS. 
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Table  3-7a:  Missed  Components^ 


61' 


Screening 

Number  of  Times 

Componsnt  Missed 

Component 

Component  Due 

# 

% 

1.    History  Growth 

&  Development. 

1443 

1 

0. 1 

2.    Physical  Examination 

a.  Eye 

1443 

4 

0.3 

b.  Ear 

1443 

3 

0.2 

c.  Nose 

1443 

2 

0.1 

d.  Mouth  and  Throat 

1443 

3 

0.2 

e.  Dental 

1443 

4 

0.3 

f.  Head  and  Neck 

T  A  A 

1443 

4 

0.3 

g.  Cardio-Pulmonary 

1443 

4 

0. 3 

h.  Abdomen 

^  A  A  ^ 

1443 

4 

0.3 

i.  Geni to-urinary 

1443 

4 

0.3 

j.  Musculo-skeletal 

1443 

6 

0.4 

k.  Neurological 

1443 

7 

0.5 

1.  Cijndition  of  Skin 

1443 

9 

0.6 

m.  Other  (Specify) 

3.    Irmiuni  zations 

D.P.T. 

623 

67 

10.8 

Polio 

623 

186 

Measles 

92 

19 

20.7 

Rubella 

92 

19 

20.7 

Mumps 

92 

19 

20.7 

4.    a.  Anemia  (Hemogobin 

&  Hematocrit) 

o  o 

398 

88 

22.1 

b.  Tuberculin  Test 

459 

13G 

29.6 

c.  Sickle  Cell  Anemia 

(Hb-Electro-phoresis) 

91 

32 

35.2 

d.  Lead  Test 

148 

24 

16.2 

e    Urinal vsis 

277 

87 

31.4 

5.  Speech 

6.  Vision 

Snellen  (Distance) 

277 

126 

45.5 

Stereopsis 

277 

121 

43.7 

Near  Vision 

68 

30 

44.1 

7.    Hearing  (Audio 

Screening) 

277 

116  - 

41.9 

entries  are  numbers  and  percentages  of  children, 


i.aOJ.c    J~  1 LJ 

'    Missed  CCTDonents^ 

Melrose 

Screening 

tJumber  of  Tiirss 

fjcnoonent  Missed 

Oanponants 

Corrponent  D-oe 

?? 

'o 

1.    History  Grc-Nrtzh 

&  Developnent 

coo 

0 

0.0 

.              .  ■  •. 

2.    Physical  Exarunation 

Q.m  Eys 

0 

0.0 

D.  Ear 

by^ 

0 

0.0 

c.  tbse 

0 

0.0 

a.    rouuTi  cine  inzoau 

0 

0.0 

e.  Dental 

592 

1 

0.2 

f .    Head  and  Keck 

592 

1 

0.2 

g.  CaxQio-Pulrronaxy 

1 

0.2 

h.  Hxic^eTL 

1 

0.2 

1.    Gem  to- urinary 

1 

0.2 

j .  Musculo-s}:eletal 

1 

0.2 

k.  Neurological 

2 

0.3 

1.    Condition  of  Skin 

592 

2 

0.3 

m.    Other  (Soecify) 

3.  Imraunizations 

D.P.T. 

239 

1  0 

i-O 

/  .  3 

Polio  • 

239 

35 

14.6 

f^asles 

41 

7 

17.1 

Pubella 

41 

7 

17.1 

lirros 

41 

7 

17.1 

4.    a.    AnanLa  (HGiiDglobin 

&  Keratocrit) 

170 

40 

23.5 

b.    Tuberculin  Test 

205 

62 

30.2 

c.    Sickle  Cell  Anenia 

(Hb-Electro— phores  is ) 

41 

10 

24.4 

d.    Lead  Test 

70 

12 

17.1 

e.  Urinalysis 

131 

46 

35.1 

5.  Speech 

— 

6.  Vision 

Snellen  (Distance) 

131 

63 

48.1 

Stereopsis 

131 

61 

46.6 

Near  Vision 

28 

14 

50.0 

7.    Hearing  (Audio 

Screening) 

131 

62 

47.3 

Table  3 -7c:  Missed  CCxrponents^ 
Tinton 


83 


Screening 

K\inber  of  Times 

Osnnonent  Missed 

Cttnponents 

Oonponent  Due 

% 

1.    History  GrCT)rt±i 

&  Deveioprent 

264 

0 

0.0 

2.    Physical  Examination 

a.  Eye 

264 

1  . 

0.4 

264 

1 

A  A 

0.4 

c.  ftose 

264 

0 

0.0 

d.    I-buth  and  Throat 

264 

1 

A  A 

0.4 

e.  Dental 

264 

0 

A  A 

0.0 

f .    Head  and  Neck 

264 

1 

0.4 

g.  Cardio-Pulmonary 

264 

1 

0.4 

h.  Jtof-aran 

264 

1 

0.4 

Genito-urinary 

1 

0.4 

j.  I'iusculo-o};eletal 

264 

3 

1.1 

k.  Nexirolcgical 

264 

1 

A  A 

0.4 

1.    Condition  of  Skin 

264 

4 

1.5 . 

m.    Other  (Specify) 

3.  Irnrmmizations 

D.P.T. 

U3 

27 

23.9 

Polio 

113  " 

37 

32.7 

Ifeasles 

20 

8 

40.0 

KuoejjLa 

20 

8 

40.0 

20 

7 

35.0 

4.    a.    J\nernia  (Kenoglobin 

23.2 

&  Hematocrit) 

69 

16 

b.    Tuberculin  Test 

18 

21.7 

c.    Sickle  Cell  An^oia 

(^!b-Electro-phoresis) 

20 

xu 

JU.  u 

d.    Lead  Test 

33 

8 

24.2 

e.  Urinalysis 

48  / 

9 

la. 8 

5.  Speech 

6.  Vision 

Snellen  (Distance ) 

48 

14 

29.2 

Stereopsis 

48 

13 

27.1 

Near  Vision 

28 

2 

7.1 

7.    Hearing  (Audio 

Screening) 

48 

14 

29.2 

Table  3-7d:  Missed  Ccrnponents^ 


Mitchell 


Screeninq            ,  ^ 

lJuniber  of  Times 

Corm-xonent  Ilissed 

OctTtDonents 

Component  Due 

# 

1.    History  Growth 

&  Development 

586 

1 

0.2 

•  • 

2.    Physical  Examination 

a.  Eye 

586 

3  • 

0.5 

b.  Ear 

586 

2 

0.2 

c.  Itose 

bob 

2 

0.2 

rDuzn  ana  inroat 

300 

2 

0.2 

e.  Dental 

KQC 
200 

3 

0.5 

r.    fleaa  and  Necic 

Dob 

2 

0.2 

g.  Cardio-Pulmonary 

DO  6 

2 

0.2 

h.  24)c3craen 

586 

2 

0.2 

i.    Geni  bo-urinary 

586 

2 

0.2 

j .    liusculo- skeletal 

bob 

2 

0.2 

k.  Neurological 

bob 

4 

0.7 

1.    Condition  of  Skin 

bob 

3 

0.5 

m.    Other  (Specify) 

3.  Dinrnunizations 

D.P.T. 

271  . 

O  T 
O.l 

Polio 

271 

114 

42.1 

r^sasles 

31 

4 

12.9 

Pubella 

31 

4 

12.9 

lixrps 

31 

5 

16.1 

4.    a.    Anarla  (Earbglobin 

&  Hanatocrit) 

159 

32 

20.1 

b.    Tuherculin  Test 

167 

54 

32.3 

c.    Sickle  Cell  Anonia 

(Hb-Electro-phores is ) 

31 

13 

41.9 

d.    Lead  Test 

46 

5 

10.9 

e.  Urinalysis 

97 

32 

33.0 

5.  Speech 

6.  Vision 

Snellen  (Distance) 

97 

49 

50.5 

Stereopsis 

97 

47 

48.5 

Near  Vision 

29  ■ 

14 

48.3 

7.    Hearing  (Audio 

Screening) 

97 

40 

41.2 

Table  3-7e:  Explanations  of  Missed  Components 
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Screening 
Components 

Number  of 
Times  Missed 

Reason 

Given 

Reason 

Not  Given 

# 

% 

# 

% 

1. 

History  Growth 

&  Development. 

1 

0 

0.0 

1 

100.0 

c. 

Physical  Examination 

a.  Eye 

4 

1  - 

25.0 

3 

75.0 

b. 

Ear 

3 

] 

33.3 

2 

55.7 

c. 

Nose 

2 

50.0 

1 

50.0 

d. 

Mouth  and  Throat 

3 

1 

33.3 

2 

66.7 

e. 

Dental 

4 

1 

25.0 

3 

75.0 

f. 

Head  and  Neck 

A 
H 

1 

25.0 

3 

75.0 

g. 

Cardio-Pulmonary 

A 

*T 

1 

25.0 

3 

75.0 

h. 

Abdomen 

A 

1 

25.0 

3 

75.0 

i. 

Geni to-urinary 

4 

1 

25.0 

3 

75.0 

j. 

Musculo-skeletal 

6 

16.7 

.  5 

83.3 

k. 

Neurological 

7 

1 

14.3 

6 

85.7 

1. 

Condition  of  Skin 

9 

11.1 

8 

88.9 

o 

J  • 

a. 

Anemia  (Hemoglobin 

&  Hematocrit) 

88 

10 

11.4 

78 

88.6 

b. 

Tuberculin  Test 

136 

67 

49.3 

69 

50.7 

c. 

Sickle  Cell  Anemia 

(Hb-Electro-pl.oresis) 

32 

1 

3.1 

31 

96.9 

d. 

Lead  Test 

24 

5 

20.8 

19 

79.2 

e. 

Urinalysis 

87 

28 

32.2 

59  ■ 

67.8 

4. 

Speech 

Vision 

Snellen  (Distance 

125 

63 

50.0 

63 

50.0 

Stereopsis 

121 

64 

52.9 

57 

47.1 

Near  Vision 

30 

15 

50.0 

15 

50.0 

5. 

Hearing  (Audio 

55 

Screening) 

116 

61 

52.6 

47.4 

/ 


Table  3-8a:  Frequency  Distribution  of  Children  Receiving  a  S6*^ 

Due  Component  of  Least  Once^ 


Screening 
Components 

Component  Due 
At  Least  Once 

Component  Received  at  Least  Once 

% 

1.    History  Grov/th  & 

Development. 

881 

881 

100.0 

2.    Physical  Examination 

a.  Eye 

881 

880 

99.9 

b.  Ear 

881 

880 

99.9 

c.  Nose 

881 

880 

99.9 

d.  Mouth  and  Throat 

881 

880 

99.9 

e.  Dental 

881 

879 

99.8 

f.  Head  and  Meek 

881 

879 

99.8 

g.  Cardio-Pulmonary 

881 

879 

99.8 

h.  Abdomen 

881 

879 

99.8 

i.  Gen i to- urinary 

881 

879 

99.8 

j.  Musculo-skeletal 

881 

877 

99.5 

k.  Neurological 

881 

879 

.99.8 

1.  Condition  of  Skin 

881 

878 

99.7 

m.  Other  (Specify) 

3.  Immunizations 

• 

D.P.T. 

459 

407 

o  0  .  / 

Polio 

459 

354 

77.1 

Measles 

83 

67 

80.7 

Rubella 

83 

67 

80.7 

Mumps 

83 

67 

80.7 

4.    a.  Anemia  (Hemoglobi.T 

-     &  Hematocri  t) 

337 

275 

81.6 

b.  Tuberculin  Test 

417 

307 

73.6 

c.  Sickle  Cell  Anemia 

(Hb-Electro-phoresis 

)  82 

58 

70.7 

A     1       H  To c 

Kim     UCClU     1     J  t 

118 

87.4 

e.  Urinalysis 

252 

180 

71.4 

5.  Speech 

6.  Vision 

Snellen  (Distance) 

252 

144 

94.7 

Stereopsis 

252 

147 

58.3 

Near  Vision 

"67 

38 

56.7 

7.    Hearing  (Audio 

Screening) 

252 

152 

60.3 

Cell  entries  ure  numbers  and  percentages  of" children. 


Tabla  3 -8b:    Frequency  Distribution  of  Children  Receiving  a 

Due  Oormonent  of  Least  OnceA 


Ilelxose 


Screening 
ODnponents 


Cbniponent  Due 
At  Least  Once 


CaTTXjnent  Received  at  Least  Once 


1,  History  Growth  S 
DevelopEnent 

2.  Pl^ical  Examination 

a.  Eye 

b.  Ear 

c.  Itose 

d.  I^uth  and  Throat 

e.  Lental 

f .  Head  and  Neck 

g.  CEirdio-Pulironary 

h.  Abdcraan 

i.  Geni  to-urinary 

j .  I-iisculo-skeletal 

k.  ITeurological 

1.  Condition  of  Skin 


3.  Irrrnmizations- 

D.P.T. 

Folio 
I-!easles 
Rubella 

4.  a.    Ansitia  (Heiroglobin 

S  Hematocrit) 

b.  Tuberculin  Test 

c.  Sic3d.e  Cell  Ansnia 
(Kb-Electro-phoresis ) 

d.  Lead  Test 

e.  Urinalysis 

5.  Speech 

6.  Vision 

Snellen  (Distance) 
Stereopsis 
Near  Vision 

7.  Hearing  (7kudio 
Screening) 


418 


418 
418 
418 
418 
418 
418 
418 
413 
418 
418 
418 
418 


196 
196 
37 
37 
37 


150 
189 

37 
65 
119 


119 
119 
-  28 


119 


418 


418 
418 
413 
418 
417 
417 
417 
417 
417 
417 
417 
417 


178 
170 
31 
31 
31 


120 
139 

30 
55 
80 


65 
66 
14 


65 


100.0 


100.0 
100.0 
100.0 
100.0 
99.8 
99.8 
99.8 
99.8 
99.8 
99.8 
99.8 
99.8 


90.8 
86.7 
83.8 
83.8 
82.8 


£0.0 
73.5 

81.1 
84.6 
67.2 


54.6 
55.5 
50.0 


54.6 


Table  3-8c:  Fraouency  Distribution  of  Giildrcn  Receiving  a 

Due  Component  of  Least  Once^ 

Tinton 


88  < 


Screening 
Ooniponents 


Cornponer±  Due 
At  Least  Once 


Cdnronent  Psceived  at  Least  Once 


1.  History  Growth  & 
Develofzrent 

2.  Physical  Examination 

a.  Eye 

b.  Ear 

c.  Jtose 

d.  Itouth  and  Throat 

e.  Dental 

f .  Head  and  Neck 

g.  Cardio-PaLnranary 

h.  f\b5aiian 

i.  Geni to-urinary 

j .  liisculo-skeletal 

neurological 

1.  condition  cf  Skin 


Imnuni  za  tions 
D.P.T. 

Polio 
I-!easles 
Rubella 
Jluitps 


6. 


7. 


184 


184 
184 
184 
184 
184 
1S4 
184 
184 
184 
184 
184 
184 


98 
98 
16 
16 
16 


a.    i^naTlia  (HenDclobin 

&  Katiatocrit) 

58 

b.    Tuberctilin  Test 

76 

c.    Sickle  Cell  Anemia 

(Kb-Electro-phoresis)  16 

d.    Lead  Test 

27 

e.  Urinalysis 

46 

Speech 

Vision 

Snellen  (Distance) 

46 

Stereopsis 

46 

Near  Vision 

•  11 

Hearing  (Audio 

Screening) 

46 

184 


184 
184 
184 
184 
184 
184 
184 
184 
184 
182 
184 
183 


78 
71 
10 
10 
11 


47 
62 

10 
23 
38 


33 
34 
9 


33 


100.0 


100.0 
100.0 
100.0 
100.0 
100.0 
100.0 
100.0 
100.0 
100.0 

98.9 
100. C 

99.5 


79.6 
72.4 
62.5 
62.5 
68.8 


81.0 
81.6 

62.5 
85.2 
82.6 


71.7 
73.9 
81.8 


71.7 


63 


Table  3-8d:   Frequancy  Distribution  of  Children  Receiving 

Die  Component  of  Least  Oncel 

Mitchell 


Screening 
Ooirponents 


Conroonent  Received  at  Least  Once 


1.  History  Growth  & 
Developsnent 

2.  Physical  Examination 
a.  Eye 

b. 

c.  Jtose 

d.  I'buth  and  Throat 

e.  Dental 

f .  Head  and  Iledc 

g.  Cardio-Pulmonaty 

h.  Abdarien 

i.  Cenito-ixrinary 

j .  1 -^isculo-skeletal 

k.  neurological 

1.  Condition  of  Skin 


3.  Inmanizations 
D.P.T. 

Polio 
Weasles 
Rubella 
Jlurtps 


4. 


a.    Aneniia  (Heroglobin 

&  Hsnatocrit) 

130 

b.    Tuberculin  Tost 

150 

c.    Sickle  Cell  Anemia 

(Hb-Flectro-phoresis)  30 

d.    Lead  Test 

44 

e.  Urinalysis 

86 

Speech 

Vision 

Snellen  (Distance) 

86 

Stereopsis 

86 

Near  Vision 

•28 

Hearing  (Amio 

Screening) 

86 

80< 

Table  3-9a:  Frequency  Distribution  of  Children  Receivina 
a  Due  Component  the  Correct  Nu'riiber  of  Times ^ 


Screening 
Components 


1.  History  Growth  & 
development 

2.  Physical  Examination 

a.  Eye 

b.  Ear 

c.  Nose 

d.  Mouth  and  Throat 

e.  Dental 
'•.  Head  and  Neck 

g.  Cardio-Pulmonary 

h.  Abdomen 

i.  Geni to- urinary 
j.  Musculo-skeletal 
k.  Neurological 
1.  Condition  of  Skin 

3.  tauni nations 
D.P.T. 

Polio 
Mea:>le£: 
Rubella 
Mionps 

4.  a.  Anemia  (Hemoglobin 

&  Hematocrit) 

b.  Tuberculin  Test 

c.  Sickle  Cell  Anemia 
{Hb-Electro-phorasis 

d.  Lead  Test 

e.  Urinalysis 

5.  Speech 

6.  Vision 
Snellen  (Distance) 
Stereopsis 
Near  Vision 

7.  Hearing  f Audio 
Screening) 


Component  Due 
At  Least  viice 


881 


881 
881 
881 
881 
881 
881 
881 
881 
881 
881 
881 
881 


459 
459 
83 
83 
83 


337 
417 

82 
135 


252 
252 
67 


252 


Component  Received  Correct 
 Number  of  Times 


880 


877 
878 
879 
878 
877 
877 
877 
877 
877 
875 
874 
872 


395 
304 
67 
67 
67 


251 

284 

51 
111 
170 


134 
139 
37 


143 


99.9 


99.6 
99.7 
99.8 
99.7 
99.6 
99.5 
99.6 
99.5 
99.6 
99.3 
99.2 
99.0 


86.1 
66.  2 
80.7 
80.7 
80.7 


74.5 

68.1 

62.2 
82.2 
67.5 


53.2 
55.2 
55.2 


56.7 


^Cell  entries  are  numbers  and  percentages  of  children. 


Table  3 -9b:  Frenn'-ricn'  Distribution  of  Qiilcircn  Pociev  in 
a  rxio  Ccrironent  the  Correct  r:vrrf-f -r  of  Tiir^- 


Melrose 


Screening 
Ctraocnents 


Corrronen-u  Due 
At  Least  Once 


Ca.icoi^.ont  reciived  Correct 
t."UTil:er  of  TivGs 


1.  I'lstory  Gro\-;th  & 
Developr.eni: 

2.  Pi.ysical  Examination 

a.  Eye 

b.  Ear 

c.  Itose 

d.  Mouth  and  Throat 

e.  Dental 

f.  '^r  ad  and  Heck 

g.  C^rdio-PuliTDnary 

h.  i\bdcrT^ 

i.  Genitxj-urinary 

j .  Musculo- s}celetal 

k.  Neurological 

1.  Oonaition  oi"  Skin 


3- 


Inmunizations 
D.P.T. 

Polio 
I  teasels 
Puhella 
Munps . 

a.  An^a  (Hemoglobin 
&  Ilsnatocrit) 

b.  Ti±>erculin  Test 

c.  Sic'de  Cell  /.narda 

(I  Ir  -Elect  ro-phcresis ) 

d.  I/ecd  Test 

e.  Urinalysis 


5.  Speeci 

6.  Vision 

Snellen  (Distance) 
otereopsis 
Near  Vision 

7.  Hearing  (Audio 
Scrc?eninq) 


Table  3- 9c:  FrGoumo/  Distribution  of  Crdldren  Pccicvir.7 
a  Due  Ccxmxsnent  the  Correct  rionber  of  1  jroi?- 


Tinton 


Con-oncnt  received  Correct 

I'IiCTl;<?r 

of  Times 

rt 

184 

xuu.  u 

2*    Physical  Exciiuination 

184 

loj 

99.5 

b.  Ear 

184 

99.5 

c.  riose 

184 

1  0  >i 
lo4 

100. 0 

d»    rtMith.  and  Throat 

184 

183 

99.5 

e.  Dental 

184 

184 

lOC.O 

f .    Head  and  Neck 

184 

loi 

99. 5 

tj      f^ar'r'i  0— Piilinnnarv 

184 

XO  J 

h.  Abdcsren 

184 

99.5 

i .    Genito— uTinarv 

184 

183 

99.5 

184 

1  SI 

QQ  A 

184 

QQ  C 

yy .  b 

184 

180 

97.8 

184 

116 

63.0 

3.  Inrnunizations 

D.P.T. 

.98 

74 

75.5 

Pclio 

98 

64 

65.3 

Jfeasols 

lb 

10 

62.5 

xo  . 

10 

62.5 

f.fi  Time; 

16 

11 

68.8 

4.    a.    Ane?ia  (riemoglobin 

i»  iiQnauocriu 

58 

42 

72,4 

b.    Tuberculin  Tc_t 

76 

58 

76.3 

(ilb-Electro-phoresis ) 

16 

6 

37.5 

d.    Lead  Test 

27 

19 

70.4 

~e.  Urinalysis 

46 

38 

82.6 

5.  Speech 

6.  Vision 

Snellen  (Distance) 

46 

33 

71.7 

Stereopsis 

46 

34 

73.9 

rJear  Vision 

11 

9 

81.8 

7.    Hearing  (Audio 

Screening) 

46 

33 

71.7 

Table  3-9d:  Frenunnc^'  Distribution  of  Childrcm  Pccievinc: 
a  Due  Component  thG  Correct  Mumber  of  Tines^ 


riitchell 


Screening 

Corrronent  Due 

Canconcnt  received  rorrec 

CtfTconents 

At  Least  Once 

lar.iber  of  Times 

1.    Historv  Gro\7th  & 

279 

nQ  a 

yy .  D 

Dev&lorr^^nt 

2.    Phyiiccil  EScainination 

• 

da  L'Yti 

279 

Z  /o 

b.  Eai' 

279 

ill 

QQ  1 

yy .  J 

C.  1)039 

279 

277 

99.3 

d.    JiDuth  and  Throat 

279 

277 

99.3 

e.  Dented 

279 

276 

98.9 

f .    Head  and  Neck 

277 

99.3 

g.  Cardio-Piolixinary 

279 

277 

99.3 

h.  TtoJcsTien 

279 

277 

99.3 

i.    Geni  to-urinary 

279 

277 

99.3 

j .  Musculo-s}:eletal 

279 

277 

99.3 

k.  ITeuroloaical 

279 

275 

98.6 

1.    Condition  of  Skin 

279 

276 

98.9 

279 

186 

66.7 

3.  Imnunizations 

D.P.T. 

165 

143 

86.7 

Polio 

77 

46.7 

?  iiaseTs 

30 

26 

86.7 

Puhelia 

30 

26 

86.7 

rtunsos 

30 

25 

83.3 

4.    a.    Anonia  (Hemoglobin 

&  Hematocrit) 

130 

100 

76.9 

b.    Tuberculin  Test 

150 

97 

64.7 

c.    Sicrile  Cell  ?jiemia 

(Ilb-Electro-phoresi  s ) 

30 

18 

60.0 

d.    Lead  Test 

.  44 

39 

88.6 

e.  'Jrinalysis 

86 

54 

62.8 

5.  Speech 

6.  Vision 

Snellen  (Distance) 

86 

40 

46.5 

Stereopois 

86 

42 

48.8 

Near  Vision 

28 

14 

50.0 

7.    Hearing  (Audio 

Screening) 

86 

4? 

54.7 

Table  3-lOa:  Frequency  Distribution  of  ^fcnonralities  Per  Screen 


Number  of  Tibnonralities 


Per  Screen  Frequency  Percentage  Cumulative 

0  984  68.14  68.14 

1  307  .  21.26  89.40 

2  111  7.69  97.09 

3  31  2.15  99.24 

4  10  0.69  99.93 

5  1  0^07  100.00 

Total  1444  100.0  100.0 


Table  3-lOb:    Frequency  Distribution  of  Abnormalities  Per  Screen 

Helrose 


Number  of  Abnormalities 
Per  Screen 

Frequency 

Percentage 

Cumulative 

0 

459 

77.5 

77.5 

1 

106 

17.9 

95.4 

2 

26 

4.4 

99.8 

3 

1 

.2 

100.0 

4 

0 

0.0 

100.0 

5 

0 

0.0 

100.0 

Total 

592 

100.0 

100.0 

i 


Table  3-lOc:    Frequency  Distribution  of  Abnomalities  Per  Screen 

Tinton 


Number  of  Abnormalities 


Per  Screen 

Frequency 

Percentage 

Cumulative 

0 

164 

62.1 

62.1 

1 

58 

22.0 

84.1 

2 

30 

11.4 

95.5 

3 

7 

2.6 

98.1 

4 

4 

1.5 

99.6 

5 

1 

.4 

100.0 

Total 

264 

100.0 

100.0 

Table  3-lOd:     Frequency  Distrib-Jtion  of  Abnormalities  Per  Screen 

Mitchell 


Number  of  Abnormal itie-i 
Per  Screen 

Frequency 

Percentage 

Cumulative 

0 

359 

61.3 

61.3 

1 

143 

24.4 

85.7 

2 

55 

9.4 

95.1 

3 

23 

3.9 

99.0 

4 

6 

1.0 

100.0 

5 

0 

0.0 

loo.n 

Total 

586 

100.0 

100.0 

/ 


Table   3-11:      Rates  of  Abnormalities  by  Screening  Components 


y8< 


Screening  Component 

#  Screened 

if  AbnoriLal 

%  Abnormal 

1.    History,  Growth  and 

development 

1442 

31 

2.1 

2.    Physical  Examination 

a.  Eye 

"  1439 

21 

1.5 

b.  Ear 

1440 

30 

2.1 

c.  Nose 

1441 

155 

10.8 

d.  Mouth  and  Throat 

1440 

105 

7.3 

e.  Dental 

1439 

10 

0.7 

f.  Head  and  Neck 

1439 

x7 

1.2 

g.  Cardio-pulmonary 

1439 

73 

5.1 

11.  Aoacmen 

1  Q 

X.J 

i.  Genito-urinary 

1439 

10 

0.7 

j.  Musculo-skeletal 

it  J  / 

X  .  o 

k.  Neurological 

1436 

1 

0.1 

1.  Condition  of  Skin 

143  ■. 

O  "7 

O/ 

o .  1 

m.  Other  (Specify) 

1201 

28 
- 

2.3 

4  a.  Anemia  (Hemoglobin  & 

Hematocrit) 

471 

43 

9.1 

b.  Tuberc.lin  Test 

369 

0 

c.  Sickle  Cell  Anemia 

(Hb-Electro-phoresis) 

148 

1 

0.7 

A       1  aixA  Tact- 

227 

5 

2.2 

e.  Urinalysis 

194 

3 

1.5 

5.  Speech 

28 

0 

6.  Vision 

Snellen  (Distance) 

153 

0 

Stereopsis 

158 

0 

Near  Vision 

55 

0 

7.    Hearing  (Audio  Screening) 

163 

2 

1.2 

Total  0  of  Screens 

1444 

667 

46.2 

Table  3-12a:     Faces  of  Abnonnaliries  on  Initial  Screens 
and  Rescreens  by  Components 


Screening 
Components 

Total 

Initial 

Screens 

Rescreens 

Abnormal 

\l  Abnormal 

%  Abnormal 

tr  Abnormal 

%  Abn.omi3.1 

1. 

History,  Growth 

development 

31 

22 

71.0 

*  U 

2. 

Physical  Examination 

a. 

Eve 

21 

15 

71.4 

6 

28.6 

b. 

Ear 

30 

12 

40.  3 

lo 

oU.  U 

c. 

Nose 

155 

80 

51.6 

/  J 

HO  •  H 

d. 

Mouth  &  Throat 

105 

58 

55.2 

/ 

/  /  Q 

e. 

Dental 

10 

8 

80,0 

i. 

on  A 

f . 

Head  &  Neck 

17 

11 

64.7 

0 

.  J 

g- 

Cardio-Pulnonary 

73 

36 

49.3 

1)1 

cn  7 
30.  / 

h. 

Abdomen 

19 

10 

52.6 

Q 

y 

i. 

Genito-Urinary 

10 

5 

50.0 

5 

50.0 

j- 

Musculo- 

skeletal 

26 

16 

61.5 

10 

38.5 

k. 

Neurological 

1 

1 

100.0 

0 

1. 

Condition  of  Skin 

87 

56 

64 . 4 

31 

35.6 

Q. 

0-;her  (Specify) 

28 

16 

57.1 

12 

42.9 

A. 

a. 

Anemia  (Hemoglobin 

&  Hematocrit) 

43 

21 

48.8 

22 

51.2 

b. 

Tuberculin  Test 

0 

— 

— 

c. 

Sickle  Cell  Anemia 

(Hb-Electro- 

phoresis) 

1 

1 

100.0 

d. 

Lead  Test 

5 

100. 0 

— 

e. 

Urinalysis 

3 

3 

100.0 

5. 

Speech 

0 

6.. 

Vision 

Snellen  (Distance) 

0 

Stereopsis 

0 

Near  Vision 

0 

7. 

Hearing  (Audio 

Screenir",) 

2 

1 

50.0 

1 

50.0 

Tr.tal 

667 

377 

56.5 

290 

43.5 

Table  3-12b:  Rates  of  Abnormalities  on  Initial  Screens  jLOO*^ 
and  Rescreens  by  Components 

Tfelrose 


Screening 
Components 

1  OT.a  1 
Abnormal 

initial 

Screens 

Rescre 

ens 

#  Abnonna  I 

«  Abnormal 

•r  Abnormal 

%  Abnormal 

1  . 

History,  Growth  & 

development 

0 

0.0 

— 

0.0 

2. 

Physical  Examination 

a . 

Eye 

5 

5 

100.0 

0 

0.0 

b. 

Ear 

8 

4 

50.0 

4 

50.0 

c. 

Nose 

78 

45 

57.7 

33 

42.3 

d. 

Mouth  &  Throat 

75.0 

6  ■ 

25.0 

e. 

Dental 

1 

1 

100.0 

0 

0.0 

f. 

Head  &  Neck 

0 

"  " 

0.0 

0.0 

g. 

Cardio-Pulnonary 

6 

4 

G6.7 

2 

33.3 

h. 

Abdomen 

1 

U 

0.0 

1 

100. 0 

i. 

Genito-Urinary 

2 

2 

100. 0 

0 

0.0 

j. 

Musculo- 

skeletal 

10 

5 

50.0 

5 

50.0 

k. 

Neurological 

1 

1 

100.0 

0 

0.0 

1. 

Condition  of  Skin 

12 

7 

58.3 

5 

41.7 

m. 

Other  (Specify) 

6 

4 

66.7 

2 

33.3 

4. 

a. 

Anemia  (Hemoglobin 

&  Hematocrit) 

z 

1 

50. 0 

1 

5C.0 

b. 

Tuberculin  Test 

0 

0.0 

0.0 

c. 

Sickle  Cell  Anemia 

(Hb-Electro- 

phoresis) 

0 

— 

0.0 

— 

0.0 

d. 

Lead  Test 

2 

2 

100.0 

0 

0.0 

e. 

Urinalysis 

3 

2 

66.7 

1 

33.3 

5. 

Speech 

0 

0.0 

0.0 

6. 

Vision 

Snellen  (Distance) 

0 

0.0 

0.0 

Stereopsis 

0 

0.0 

0.0 

Near  Vision 

0 

0.0 

0.0 

7. 

Hearing  (Audio 

Screening) 

0 

0.0 

0.0 

Total 

161 

101 

62.7 

60 

37.3 

Table  3-12c:    Rates  of  Abnormalities  on  Initial  Screens 
and  Rescreens  by  Components 

Tin-ton 


Screening 
Cor.ponents 

Iota  1 
Abnormal 

Initial 

Screens 

Rescreens 

i?  Abnorrnal 

»  Abnormal 

r  Abnormal 

%  Abnormal 

1. 

History,  Growth  & 

development 

ft 
9 

9 

100.0 

0 

0.0 

2. 

Physical  Examination 

a. 

Eye 

7 

7 

100.0 

0 

0.0 

b. 

Ear 

8 

5 

62.5 

3 

37.5 

c. 

Nose 

lb 

54  .0 

9 

36.0 

d. 

Mouth  &  Throat 

/  /  .  O 

6 

22.2 

e. 

Dental 

i 

100. 0 

0 

0.0 

f. 

Head  S  Heck 

5 

1 

20.0 

4 

80.0 

g. 

Cardio-Pulmonary 

n 
M 

69,2 

4 

30.8 

h. 

Abdomen 

o 
o 

c 

3 

37.5 

1 . 

Gen i to-Urinary 

4 

1 

25.0 

3 

75.0 

j. 

Musculo- 

•Skeletal 

5 

5 

100.0 

0 

0.0 

k. 

Neurological 

0 

0.0 

0.0 

1. 

Condition  of  Skin 

30 

24 

80.0 

6 

20.0 

m. 

Other  (Specify) 

9 

4 

44.4 

5 

55.6 

4. 

a. 

Anemia  (Hemoglobin 

&  Hematocrit) 

5 

3 

en.o 

2 

40.0 

b. 

Tuberculin  Test 

0 

0.0 

0.0 

c. 

Sickle  Cell  Anemia 

(Hb-Electro- 

phoresis) 

1 

1 

100.0 

0 

0.0 

d. 

Lead  Test 

1 

1 

100.0 

0 

0.0 

e. 

Urinalysis 

0 

0.0 

0.0 

5. 

Speech 

r, 

u.  u 

0.0 

6. 

Vision 

Snellen  (Distance) 

0 

0.0 

0.0 

Stereopsis 

0 

0.0 

0.0 

Hear  Vision 

0 

0.0 

0.0 

7. 

Hearing  (Audio 

Screening) 

0 

0.0 

0.0 

Total 

160 

115 

71.9 

45 

28.1 

\ 


Table  3-12d:    Rates  of  Abn^-malitics  on  Initial  Screens  iC^^*" 
and  Rescreena  by  Components 


tlitchell 


Screening 
Components 

Total 
Abnormal 

Initial 

Screens 

Pescreens 

#  Abnormal 

%  Abnormal 

Abnormal 

7o  Abnormal 

1. 

History,  Growth  & 

development 

2Z 

IJ 

59.1 

9 

40.9 

c* 

Physical  Examination 

a. 

Eye 

3 

3 

33.3 

0 

bo.  / 

b. 

Ear 

14 

3 

21.4 

11 

78.6 

c. 

Nose 

52 

19 

36.5 

33  • 

63.5 

d. 

Mouth  &  Throat 

54 

19 

35.2 

35 

64.8 

e. 

Dental 

b 

4 

OD.  / 

2 

33.3 

f. 

Head  h  Neck 

12 

10 

83.3 

2 

16.7 

g- 

Cardio-Pulmonary 

54 

23 

42.6 

31 

57.4 

h. 

Abdomen 

10 

5 

50.0 

5 

50.0 

i. 

Geni to-Urinary 

4 

2 

50.0 

2 

50.0 

j. 

Musculo- 

skeletal 

11 

6 

54.5 

5 

45.5 

k. 

Neurological 

0 

0.0 

(J.  U 

1. 

Condition  of  Skin 

45 

23 

51.1 

22 

48.9 

m. 

Other  (Specify) 

13 

8 

61.5 

5 

38.5 

A 

*r  m 

a. 

Anemia  (Hemoglobin 

i  Hematocrit) 

36 

17 

47.2 

19 

52.8 

b. 

-THiberculin  Test 

0 

■■■■ 

0.0 

0. 0 

c. 

Sickle  Cell  Anemia 

(Hb-Electro- 

phroesis) 

0 

— 

0.0 

0.0 

d. 

Lead  Test 

2 

2 

100.0 

0 

0.0 

e. 

Urinalysis 

0 

0.0 

0.0 

5. 

Speech 

0 

— 

0.0 

0.0 

6. 

Vision 

Snellen  (Distance) 

0 

0.0 

0.0 

Stereopsis 

0 

0.0 

0.0 

Near  Vision 

0 

0.0 

0.0 

7. 

Hearing  (Audio 

Screening) 

2 

.  1 

50.0 

1 

50.0 

Total 

346 

'  158 
1 

45.7 

188 

54.3 

/ 


Table  3-13a:  Rates  of  New  and  Old  Abnonnalitles  by  Screening  Components 


Screening  Component 

Total 
Abnormal 

New 

Old 

if 

{I 

1. 

History,  Growth  and 

de 

.'clopment 

31 

11 

2. 

Physical  Exanination 

a. 

Eye 

21 

1  / 

A 

H 

ion 

X7  •  u 

b. 

Ear 

30 

26 

86.7 

4 

13.3 

c. 

Nose 

155 

135 

87.1 

20 

12.9 

d. 

houth  and  Throat 

Q  A 
70 

Q1  A 

y  X . 

Q 

R 

o .  u 

e. 

Dental 

10 

1  n 

1  nn  n 

•f . 

Head  and  Neck 

17 

1  n 

lU 

DO  »  O 

7 

8- 

Cardio-Pulmonary 

73 

OU .  J 

h. 

Abdomen 

19 

1  A 

/  J  .  / 

r 
J 

C.J 

i. 

Genito-Urinary 

10 

8 

80. 0 

2 

_  u 

j. 

Musculo-skeletal 

26 

16 

61.5 

10 

38.5 

k. 

Neurological 

1 

1 

100.0 

1. 

Condition  of  Skin 

87 

74 

85.1 

13 

14  «; 

m. 

Other  (Specify) 

28 

21 

75.0 

7 

25.0 

4. 

a. 

Anemia  (Hemoglobin  & 

Henaf' w-it) 

43 

/y .  1 

20.  9 

b. 

Tiil>erculi.  Test 

0 

c. 

Sickle  Cell  Anemia 

(Hb-Electro-phoresis) 

1 

1 

100.0 

0 

d. 

Lead  Test 

5 

4 

80.0 

1 

20.0 

Be 

Urinalysis 

3 

2 

66.7 

1 

33.3 

5. 

Speech 

0 

6. 

Vision 

Snellen  (Distance) 

0 

Stereopsis 

0 

Near  Vision 

0 

7. 

Hearing  (Audio  Screening) 

2 

2 

100.0 

Total 

667 

534 

80.1 

133 

19.9 

\ 


Table  3-13b:  Rates  of  New  and  Old  ALnorrialltles  by  Screening  Components 

IVLlrose 


Screenirig  Component 

1  U  Lu  1 

Ahnrt rm^ 1 

New 

01  d 

/o 

n 

.0 

1. 

Histo'">,  Growth  and 

development 

0 

0 

0 

2. 

Physical  Examination 

a. 

Eye 

5 

4 

80.0 

1 

20.0 

b. 

Ear 

8 

8 

100.0 

0 

0.0 

c. 

Nose 

78 

67 

85.9 

.11 

14.1 

d. 

Mouth  and  Throat 

24 

20 

83.3 

4 

1(5.7 

e. 

Dental 

1 

1 

100.0 

0 

0.0 

f. 

Head  and  Neck 

0 

0 

0 

g- 

Cardio-Pulmonary 

6 

2. 

33.3 

4 

66.7 

h. 

Abdonen 

1 

0 

0.0 

1 

100.0 

i. 

Ger.i  to-Urinary 

2 

2 

100.0 

0 

0.0 

j. 

Husculo-skeletal 

10 

4 

40.0 

6 

60.0 

k. 

Neurological 

1 

0 

0,0 

1 

100.0 

1. 

Condition  of  Skin 

12 

11 

91.7 

1 

8.3 

m. 

Other  (Specify) 

6 

2^ 

16.7 

5 

83.? 

4. 

a. 

Anemia  (Hemoglobin  & 

Hematocrit) 

2 

2 

ICO.O 

0 

0.0 

b. 

Tijberculin  Test 

0 

0 

0 

c. 

Sickle  Cell  Anemia 

(Hb-Electro-phore  .is) 

n 

0 

0 

d. 

Lead  Test 

2 

1 

50.0 

1 

50.0 

e. 

Urinalys  is 

3 

2 

66.7 

1 

33.3 

5. 

Speech 

0 

0 

0 

6. 

Vision 

Snellen  (Distance) 

0 

0 

0 

Stereopsis 

0 

0 

0 

Near  Vision 

0 

0 

0 

7. 

Hearing  (Audio  Screening) 

0 

C 

0 

Total 

i6i 

125 

77.6- 

36 

22.4 

Table  3-13c:   Rates  of  New  and  Old  Abnormalities  by  Screening  Components 

Tin  ton 


Screening  Cofr.poncnt 

Total 
Abnormal 

New 

Old 

V 

% 

1 . 

History,  Growth  md 

developn.'.-nt 

9 

7 

/  /  •  o 

2. 

Physical  Examinatir  - 

O  • 

eye 

7 

7 

100.0 

0 

0.0 

b- 

Car 

8 

6 

75.0 

2 

25.0 

c. 

Nose 

25 

23 

92  Q 

O  .  LI 

d. 

Hcjth  and  Throat 

27 

1 

X 

■J.  / 

e. 

Dental 

3 

1  nn  n 

xuu  •  u 

u 

u  .  u 

f. 

Head  and  i"ec(. 

5 

1 
X 

4 

9- 

Cardio- Pulmonary 

13 

1  1 

JLJL 

fid 

o 

h. 

Abdomen 

3 

7 

87.5 

1 

12.5 

1 . 

Genito-Ur-Inar.' 

4 

2 

50.0 

2 

50.0 

j. 

Musculc-skele'tal 

5 

4 

80.0 

1 

20.0 

k. 

Neurological 

0 

0 

0 

1. 

Condition  of  Skin 

30 

28 

93.3 

2 

6.7 

m. 

Other  (Specify) 

9 

8 

88.9" 

1 

11.1 

4. 

a. 

Anemia  (Hemoglobin  & 

Hematocrit) 

5 

^  4 

80.0 

1 

20.0 

b. 

Tuberculin  Test 

0 

0 

0 

c. 

Sickle  Cell  Anemia 

(Hb-Electro-phoresis) 

1 

1 

100,0 

0 

0.0 

d. 

Lejid  Te>t 

1 

1 

100.0 

0 

0.0 

e. 

Urinalysis 

0 

0 

0 

5. 

Speech 

0 

0 

0 

6. 

Vision 

Snellen  (Distance; 

0 

0 

0 

Stereopsis 

0 

0 

0 

Near  Vision 

0 

0 

0 

7. 

.  Hearing  {Audio  Screening) 

0 

0 

0 

Total 

160 

139 

86.9 

21 

13.1 

Table  3-13d:   Rates  of  New  and  Old  Abnormalities  b-",  Scre2ning  Coinponents 

Mitchell 


Screening  Ccr.iponent 

Tnt  A  1 
1  OLa  1 

Ahnnr^Pi  1 

r\U  1 1 U  1  Mid  1 

New 

1  Old 

# 

(V 
>^ 

1  . 

History,  Growth  and 

development 

22 

13 

59.1 

9 

40.9 

O 

C. 

Physical  Examination 

a. 

Eye 

9 

6 

66.7 

3 

33.  3 

b. 

Ear 

14 

12 

85.7 

2 

14.3 

c. 

Nose 

52 

45 

86.5 

7 

13.5 

d. 

Moutii  and  Throat 

54 

50 

92.6 

4 

7.4 

e. 

Dental 

5 

6 

100.0 

0 

0.0 

f. 

Head  and  i!eck 

12 

9 

75.0 

5 

25.0 

g. 

Cardio-Pulnonary 

54 

31 

57.4 

23 

42.6 

h. 

Abdomen 

10 

7 

70.0 

3 

30.0 

i. 

Geni to-Urinary 

4 

4 

100.0 

A 

\j 

0.0 

j. 

Musculo-skeletal 

11 

8 

72.7 

3 

27.3 

k. 

Neurological 

0 

0 

0 

1. 

Condition  of  Skin 

45 

35 

77.8 

10 

22.2 

m. 

Other  (Specify) 

13 

12 

92.3 

1 

1.1 

4. 

a. 

Anemia  (Hemoglobin  & 

Hematocrit) 

36 

28 

77.8 

8 

22.2 

b. 

Tubercul in  Test 

0 

0 

0 

c. 

Sickle  Cell  Anemia 

(Hb-Electro-phoresis) 

u 

0 

0 

d. 

Lead  Test 

2 

2 

100.0 

0 

0.0 

e. 

Urinalysis 

0 

0 

0 

5. 

Speech 

0 

0 

0 

6. 

Vision 

Snellen  (Distance) 

0 

0 

0 

Stereopsis 

0 

0 

0 

Near  Vision 

0 

0 

0 

7. 

Hearing  (Audio  Screening) 

2 

2 

100.0 

0 

0.0 

Total 

346 

270 

78.0 

76 
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Table   3-17:  ODnfimation  of  the  Ejdistence  of  a 
Health  Problem  for  Problems  Requiring  Treatiient 


Melrose 

Tinton 

Mitchell 

Ibtal 

GDnfirmed 

(67) 

(104) 

(116) 

(287) 

97.1C% 

100.0% 

98.31% 

98.63% 

Nbt  Gonfinred 

(2) 

(0) 

(2) 

(4) 

2.90% 

0.0% 

1.69% 

1.37% 

Total 

(69) 

(104) 

(118) 

(291) 

100.0% 

100.0% 

100.0% 

100.0% 

Table  3-1 8:  Osnfimation  of  the  Diagnosis  of  a 
Health  Problan  for  Problens  Requiring  Treatnent 


Ifelrose 

Tinton 

Mitchall 

Ibtal 

(67) 

(101) 

(116) 

(2S4) 

Oonfirmed 

97.10% 

99.02% 

100.0% 

98.95% 

(2) 

(1) 

(0) 

(3) 

Not  ODnfirmad 

2.90% 

.98% 

0.0% 

1.05% 

(69) 

(102) 

(116) 

(287) 

Obtal 

10070% 

100.0% 

100.0% 

100.0% 

1^:1  ^ 

Table  3-19:  Distribution  of  Problems  Requiring  Treatment 
by  Si^tcroatic-Asynptamatic 


Melrose 

Tinton 

Mitchell 

Total 

S^npLonatic 

(56) 
93.33% 

(4B) 
87.27% 

(47) 
51.09% 

(151) 
72.95% 

Asyirptoniatic 

(4) 

6.67% 

(7) 
12.73% 

(45)' 
48.91% 

(56) 
27.05% 

Total 

(60) 
100.0% 

(55) 
100.0% 

(92) 
100.0% 

(207) 
100.0% 

Table  3-20:  Distribution  of  Problons  Reqiuxing  Treatment  X'/L^'f^"^ 

by  Acute-Chronic 


• 

1 

Melrose 

Tiiicon 

Mitchell 

Total 

Aoste 

(51) 
94.44% 

(48) 
94.12% 

(52) 
82.88% 

(191) 
88.43% 

Chronic 

(3) 

5.56% 

(3) 

5.88% 

(19) 
17.12% 

(25) 
11.57% 

•natal 

(54) 
100.0% 

(51) 
100.0% 

(111) 
100.0% 

(216) 
100.0% 

Table   3-21:  Distribution  cf  Problems  Raruiring  Treatment 

hy  Severity 


Severity  Score 

^felrose 

Tinton 

Mitchell 

Total 

1  (Mildj: 

(36) 
53. 73% 

(29) 
29.00% 

(36) 
30.51% 

(101) 
35  44% 

2 

(16) 
23.88% 

(57) 

57o00% 

(55) 
46.61% 

(128) 
44.91% 

3  (Moderate) 

(15) 
22.39% 

(14) 
14.00% 

(25) 
21.19% 

(54) 
18.95% 

4 

(0) 
0.0% 

(0) 
0.0% 

(2) 

1.65% 

(2) 
.70% 

5  (Severe) 

(0) 
0.0% 

(0) 
0.0% 

(0) 
0.0% 

(0) 
0.0% 

Tbtal 

(67) 

ioo.0% 

(100) 
100.0% 

(118) 
100.0% 

(285) 
100.0% 

\ 

\ 


Table  3-22:  Caretaker's  Awareness  of 
ProbloTis  Requiring  Treatsrent 


Ifelrose 

Tinton 

Ilitchfill 

Total 

1.    Previcnasly  Unknown^ 

(61) 
91.05% 

(88) 
97.78% 

(97) 
81.51% 

(246) 
89.13% 

2.    Previously  Knovm^ 
A.   Never  imder  Care 

(4) 

5.97% 

(1) 

1.11% 

(11) 
9.25% 

(16) 
5.80% 

B.   Pormerly  under  Care 

(1) 

1.49% 

(1) 

1.11% 

(9) 

7.56% 

(11) 
3.98% 

C.    Presently  under  Care 

(1) 

1.49% 

(0) 
■  -  0.0% 

(2) 

1.68% 

(3) 
1.09% 

Tbtal 

(67) 
100.0% 

(90) 
100.0% 

(119) 
100.0% 

(276) 
100.0% 

1  Unknown  prior  to  the  CIS  screen. 

2  Kn3wn  prior  to  the  CHS  screen. 


Table  3-23:  Distribution  of  Problers  Rsguiring  Treatrtent  is^'S 

>3y  Ultimate  Outcone 


"  -utcame 

^^elrose 

Tinton 

riitchell 

Tbtal 

Resolved 

(59) 
86.76% 

(64) 
61.54% 

(72) 
60.00% 

(195) 
66.78% 

Itot  Pesolved 

(9) 
13.24% 

(40) 
38.46% 

(48) 
40.00% 

(97) 
33.32% 

Total 

(68) 
100.0% 

(104) 
100.0% 

(120) 
100.0% 

(292) 
100.0% 

! 


I 


c 
o 

n 

H 


3 


o 

4J 


c 

•H 


(!) 

2 


00 

O  CM 

■o  . 
^  in 


i-H  • 

^  in 


dP 

in 

— «  r» 

iH  03 


as  r-4 
in  » 
o 


VO 


•H  n 


tip 

—  cr» 
c\ 

fn  o 


03 

o 

cn  . 
"-^  in 


— .  in 
^  in 


CN 


CN 


CO 

*->.  o 
n  . 

in 


4J  *J 


in 

CN  . 

cn 


cn 

— .  CO 
O  . 


--^  r-l 


dP 


o 

rH 


^  o 
in 

a\  o 

•H  o 


CN 


o 


o 
o 


vo 


o 


o 
o 


in 


o 


o 
o 


3 


Table  3-26:  Distribution  of  Problems  Reouiring  Treatment 
by  Mimiber  of  Visits  Required  For 
Problera  RssDlution  or  Termination! 


Number  of 

Visits 

^5elIOse 

Tinton 

Mitchell 

Total 

(58) 

(82) 

(93) 

(233) 

1 

84.06% 

82.00% 

76.86% 

80.35% 

(7) 

(15) 

(24) 

(46) 

2 

10,14% 

15.00% 

19.83% 

15.86% 

(4) 

(3) 

(4) 

(11) 

3  or 

nore 

5.80% 

3.00% 

3.31% 

3.79% 

(69) 

(100) 

(121) 

(290) 

Total 

100.0% 

100.0% 

100.0% 

100.0% 

1  If  a  problem  resiained  under  treatment  at  the  temination  of  tl^  project, 
the  number  of  visits  recorded  presents  those  that  occurred  during  the 
project  period. 


Table    3-27 :  Distribution  of  Resolved  Problems  Racmirinc 
Treat3TV2nt  by  T-Jimber  of  Visits  I4ecessary  for  Problem  Pesolution  L^*^ 


Melrose 

Tinton 

Mitchell 

Total 

One  Visit 

(53) 
89.83% 

(51) 
79.69% 

(62) 
86.11% 

(166) 
85.13% 

Itore  than  - 
one  Visit 

(6) 
10.17% 

(13) 
20.31% 

(10) 
13.89% 

(29) 
14.87% 

Total 

(59) 
100.0% 

(64) 
100. 

(72) 
100.0% 

(195) 
100.0% 

I 


iao< 


til 

Table  3-29:  Child's  ;^x:e 
Case  Monitoring  Sample 


ffelrose 

Tinton 

Ilitchsll 

Itotal 

0-6  ronths 

(144) 
34.4% 

(82) 
44.6% 

(132) 
47.5% 

(358) 
40.7% 

6-12  nonths 

(50) 
12.0% 

(U) 
9.2% 

(29) 
10.4% 

(96) 
10.9% 

1-2  years 

(81) 
19.4% 

<32) 
17.4% 

(30) 
10.8% 

(143) 
16.3% 

2-3  years 

(53) 
12.7% 

(14) 
7.6% 

(16) 
5.7% 

(83) 
9.4% 

3-4  years 

(35) 
8.4% 

(10) 

5.4% 

(33) 
11.9% 

(78) 
8.9% 

4-5  years 

(44) 
10.5% 

(23) 
12.5% 

(23) 
8. 3% 

(90) 
10.2% 

Over  5  years 

(U) 
2.6% 

(6) 
3.3% 

(15) 
5.4% 

(32) 
3.6% 

Tbtal 

(418) 
100.0% 

(184) 
100.0% 

(278) 
100.0% 

(880) 
100.0% 

/   '•• 


Ti.ble  3-30:  Mother's   Age  1 
Case  I'tonitoring  Saomple 


I4elrose 

Tinton 

Mltctell 

Ibtal 

Unc3er  19 

(43) 

(21) 

(30) 

(96) 

10.5% 

12.6% 

10.8% 

11.0% 

19  -  22 

(107) 

(48) 

(77) 

(232) 

26.0% 

26.2% 

27.7% 

26.6% 

23  -  26 

(91) 

(41) 

(58) 

(190) 

22.1% 

22.4% 

20.8% 

.21.7% 

(92) 

(32) 

(55) 

(179) 

•  22.3% 

17.5% 

19.8% 

20.5% 

31  -  35 

(50) 

(24)- 

(35) 

(109) 

12.1% 

13.1% 

12.6% 

iri.5% 

Over  35 

(15) 

(23) 

(67) 

7.0% 

8.2% 

8.3% 

7.7?. 

Tbtal 

(412) 

(.r83) 

(278) 

(873) 

100.0% 

100.0% 

100.0% 

100.0% 

Table  3-31:  Mother's  Etiinicity  ^ 
Case  !-bnitx>rinq  Sairrclc 


Melroa." 

Tinton 

Mj.tche.U 

Total 

Black 

35.5^^ 

44.6% 

22.2% 

33.1% 

White 

I—/ 

(7) 

0.7% 

0.5% 

0.7% 

0,7% 

Hispanic 

63.6% 

54.9% 

76.4% 

65.8% 

Other 

(1) 

(0) 

(2) 

(3) 

0.2% 

0.0% 

0.7% 

0.3% 

Total 

(412) 

(184) 

(279) 

(875) 

100.0% 

100.0% 

100.0% 

100.0% 

Table  3-32:  ibther's  Education 
Ccxse  Ibnitoring  Sairple 


?^elxose 

Tinton 

Mitchell 

Total 

0-5 

(19) 

(14) 

(23) 

(56) 

5.1% 

7.8% 

8.3% 

6 — 7-   

/on  \ 

(20) 

(10) 

(30) 

(60) 

5.4% 

5.6% 

10.8% 

7.2% 

8  -  U 

(185) 

(82) 

(152) 

(419) 

49.9% 

45.8% 

54.7% 

50.6% 

12 

(115) 

(70) 

(63) 

(248) 

31.0% 

39.1% 

22.6% 

30.0% 

Ovisr  12 

(32) 

(3) 

(10) 

(45) 

8.6% 

1.7% 

3.6% 

5.4% 

Total 

(371) 

(179) 

(278) 

(828) 

100.0% 

100.0% 

100.0% 

100.0% 

Table    3-33  rJbther's  Years  of  Pesidency  in  llew  York  City 
Case  Ibnitoring  Sarrple 


Years  of  Residency 

Kiplrose 

Tinton 

Mitchell 

Ibtal 

1-  Not  Bom  in  JJYC 
A.    0—5  years 

(54) 
13. 9% 

(25) 
13.7% 

(50) 
17.9%. 

(129; 
15.2% 

B     6  -  10 

(76) 
19.5% 

(34) 
18.6% 

(50) 
17.9% 

(160) 
18.8% 

C  11-15 

(48) 
12.3% 

(20) 
10.9% 

(36) 
12.9% 

(104) 
12.2% 

D.    Over  15 

(51) 
13.1% 

(20) 
10.9% 

(44) 
15.8% 

(115) 
13.5% 

2-  Bom  in  KYC 

(160) 
41.2% 

(84J 
45.9% 

(99) 
35.5% 

(343) 
40.3% 

Total 

(389) 
100.0% 

(183) 
100.0% 

(279) 
100.0% 

(851) 
100.0% 

Chapter  4 :  Developmenatl  Assessment 

Introduction 

The  main  objective  of  the  developmental  portion  of  this 
project  was  to  compare  two  developmental  screening  procedures: 
a  one-tier  system  and  a  two-tier  system.     In  the  one-tier, 
which  was  used  at  Melrose  (the  control  clinic) ,  children  were 
screened  once  —  by  a  clinician.     The  clinician  used  a  recently- 
developed  screening  device  called  the  Developmental  Progress 
Chart  (DPC)  ,  which  contains  items  borrowed  from  a  nvimber  of 
tests,  such  as  the  Denver  Developmental  Screening  Test.  The 
clinician  determined  whether  or  not  the  child  passed  the  test, 
and  whether  or  not  a  referral  for  a  diagnostic  work-up  was  in 
order.     Except  for  the  addition,  of  .the  DPC,   this  is  the  same 
system  Currently  used  at  all  New  York  City  CHS's,  and  ser\'-ed 
as  the  control  condition  in  the  study. 

In  the  two-tier  system,  used  at  Mitchell  and  Tinton,  both 
a  bilingual  paraprofessional  and  a  clinician  participated  in 
screening  the  children.     The  way  this  worked  was  that  first, 
the  paraprofessional  screened  a  child  using  the  DPC.     If  the 
child  passed  this  screen,  the  clinician  followed  with  a  very 
brief  screen  of  his  own.     If,  however,  the  child  failed,  the 
the  clinician  re-tested  the  child  using  the  DPC.     Again,  as  in 
the  one-tier  system,  the  clinician  decided  upon  the  course  of 
action  to  be  followed  as  a  result  of  his  screen. 

The  two- tier  system  was  expected  to  be  advantageous  because 
of  (a)  the  paraprofessional ' s  bilingual  ability,  and  (b)  the 
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additional  time  that  was  available  for  developmental  assessment. 
With  regard  to  the  language  issue,  only  two  of  the  six  clinicians 
servicing  the  three  PTC's  as  developmental  screeners  were  fluent 
in  Spanish.     The  others  were  greatly  handicapped  in  eliciting 
accurate  developmental  histories  from  non-English  speaking 
parents.     The  screener  was  expected  to  play  an  important  role 
in  shoring  up  this  deficiency. 

As  far  as  time  was  concerned,  a  greater  amount  of  it  was 
available  for  screening  children  in  the  two,  than  in  the  one- 
tier  system.     Children  were  to  receive  a  far  more  comprehensive 
screen— iii  the  two-tier  system,  in  that  they  were  screened  on 
two  independent  occasions  for  a  longer  period,  overall. 

For  both  of  the  above  reasons;  it  was  hypothesized  that 
two-tier  screening  would  be  superior  to  one-tier.  Their 
relative  effectiveness  was  determined  by  the  nximber  of  develop- 
mental disorders  uncovered  by  each.     It  was  therefore  expected 
that  more  developmental  problems  would  be  detected  with  two, 
than  with  one-tier  screening. 

Methods 

The  Developmental  Progress  Chart 

The  background  history  of  the  developmental  screening 
component  of  the  EPSDT  Project  concerns  the  development  of 
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the  instriunent  used,  its  piloting  in  the  Child  Health  Stations 
and  attempts  to  work  with  the  medical  staff  .^round  developmental 
screening. 

In  1970,  the  Director  of  the  Bureau  of  Child  Health,  Dr. 
Grossi,  saw  the  need  to  revise  the  part  of  the  record  form  in 
Child  Health  which  involves  questions  concerning  the  age  at 
w!iich  a  child  achit. /ed  certain  developmental  milestones.  A 
pediatrician  with  interest  and  training  in  child  development. 
Dr.  Goldberg,  was  hired  to  devise  this  revision.    An  instrxament 
which  was  to  comprise  this  revision  was  developed  and  piloted 
between  1970  and  1974.     The  focus  of  the  instrument  was  to 
provide  the  N^C  Child  Health  clinicians  (mainly  physicians) 
with  a  developmental  screening  instrument  that  would  detect 
developmental  delays  that  needed  further  diagnostic  or  thera- 
peutic attention  prior  to  school  entrance,  was  brief  enough  to 
incorporate  within  a  15-minute  (total)  pediatric  appraisal, 
and  was  appropriate  to  the  diversity  of  cultural  backgroiinds  of 
the  New  York  City  Child  Health  population. 

An  eclectic  group  of  items  were  selected  as  a  result  of. 
literature    research  and  consultation  with  numerous  experts 
and  centers.     Items  were  chosen  so  that  the  conditions  con- 
sidered prevalent  and  significant  as  a  source  of  developmental 
delay  during  the  first  five  years  of  life  could  be  screened 
out  (e.g.,  cerebral  palsy, .  mental  retardation,  autism,  hearing 
loss) .    A  parental  observation  column  was  added  because  of  the 
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high  incidence  of  chi Id  abuse  and  the  importance  of  parental 
attitude  and  interaction  for  the  child's  achievements.  Several 
salient  factors  that  would  place  a  child  at  risk  for  future 
development  were  chosen  (such  as  abnormal  birth  history, 
emotional  or  medical  illness  of  a  parent)  to  alert  staff  to 
children  who  might  be  at  potential  risk.     The  inethod  chosen 
was  to  have  the  clinicians  observe  directly  some  aspect  of  the 
child's  functioning  within  the  context  of  a  pediatric  examina- 
tion rather  than  obtain  the  caretaker's  view  of  the  child  or 
their  memory  of  when  changes  occurred  in  the  child's  abilities 
or  performance.     The  two  major  obstacles  were  in  motivating 
all  the  clinicians  to  do  this  and  to  have  them  invest  the 
energy  to  engage  the  child  in  play  or  conversation  during  the 
medical  examination,  a  time  when  children  are  often  appre- 
hensive or  frightened. 

The  instrument  was  initially  piloted  at  Gun  Hill  Child 
Health  Station  in  the  North  Bronx  on  a  population  that  was 
predominantly  coming  from  Black  semi-skilled  and  bluecollar 
working  families.     The  physicians  were  instructed  ii)  the  use 
of  the  instrimient  and  children  who  failed  age-appropriate 
items  were  given  appointments  to  see  the  pediatric  developmental 
specialist  at  the  same  Child  Health  Station  on  a  given  day 
within  1-4  weeks.     The  developmental  specialist  would  do  a 
developmental  examination  in  greater  depth  in  order  to  corroborate 
or  refute  the  initial  screening.     Children  considered  by  her  to 
have  developmental  pathology  were  referred  to  the  Kennedy  Center 
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(Bronx  Municipal  Hospital  complex)  for  diagnostic  work-up  and 
therapeutic  recommendation.     Children  were  periodically  sampled 
and  screened  prior  to  their  being  seen  by  the  physicians  to 
see  if  there  would  be  "false  negatives"  or  children  missed  by 
the  screening  procedure  who  seemed  deviant  to  another  screener 
and  in  need  of  further  assessment.     In  order  to  clarify  items 
that  were,  ambiguous  or  non-productive ,  the  instrument  underwent 
several  revisions  by  virtue  of  repeated  observation  of  and 
feedback  from  staff.     Items  were  also  added  to  try  and  prevent 
too  many  false  negatives.     The  biggest  problem  was  in  false 
positives  or  over-referrals  to  the  developmental  specialist 
because  a  child  refused  to  perform  an  item  rather  than  could  not 
do  it  or  could  not  do  the  specific  item  required  but  could  do  • 
others  that  measured  similar  functions.     For  excimple,  it  became 
important  to  have  language  items  that  indicated  comprehension 
and  expressive  ability  of  the  child  rather  than  specific 
vocabulary  or  grammatical  usage.     The  intent  of  other  items  had 
to  be  understood  by  staff  rather  than  the  specific  example, 
e.g.,  if  a  one-j ear-old  did  not  play  "patty  cake"  but  played 
another  nursery  game  involving  memory  and  imitation  of  the 
•teacher*  this  satisfied  the  intent  of  the  item. 

Two  social  work  students  were  given  their  field  placement 
at  the  Gun  Hill  Child  Health  Station  during  the  initial  effort 
in  this  program  of  developmental  screening.     They  were  supervised 
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by  a  social  worker  from  the  Mayor's  Office  on  Mental  Retardation. 
These  students  not  only  developed  a  caseload  from  the  children 
and  families  seen,  but  explored  the  community  resources  available 
for  diagnosis,  treatment,  and  family  support  services  as  well. 
The  Mayor's  Office  also  helped  in  the  establishment  of  a  direct 
referral  linkage  between  the  Gun  Hill  Child  Health  Station  and 
the  Kennedy  Center. 

After  experience  screening  approximately  3000  children  at 
Gun  Hill,  approximately  200  were  referred  within  the  Child  Health 
Station  for  further  developmental  assessment.     Of  these,  approxi- 
mately 50  were  considered  to  have  definite  developmental  delays. 
Forty  of  these  v-zere  referred  for  a  further  diagnostic  work-up  whic 
generally  bore  out  suspicions  of  moderate  to  major  developmental 
delays.     Ten  cases  were  referred  to  day  care  centers  or  other 
community  service  facilities  without  further  diagnostic  evalua- 
tion.    The  incidence  of  developmental  delays  seemed  to  be  one 
in  60  children  screened  with  an  over-referral  rate  to  the  second 
level  developmental  screening  of  four  to  one. 

The  pilot  effort  then  was  extended  to  the  Dyckman  Pediatric 
Treatment  Center,  in  the  Marble  Hill  area  of  upper  Manhattan. 
This  neighborhood  seemed  characterized  by  a  large  Hispanic 
population  recently  immigrated  to  the  United  States  from  Santo 
Domingo,  Cuba  and  other  Spanish  areas  of  the  Caribbean.  There 
was  also  still  an  .  Irish  population  and  a  white  group  of  mixed 
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ethnic  background  using  the  Dyckman  clinic.     Essentially,  the 
same  steps  were  taken  to  orient  staff,  establish  a  referral 
system  wi*-hin  the  clinic  and  to  a  developmental  clinic  at 
Columbia  Presbyterian  Medical  Center.     Videotape  was  ulitized 
as  a  teaching  instrument  for  staff,  providing  direct  feedback 
and  also  subject  matter  for  group  clinic  meetings.     A  Spanish 
translation  of  the  form  was  made.     There  was  no  special  pro- 
vision for  social  work  help  in  this  effort  although  the  New 
York  City  Department  of  Health  social  worker  assigned  to  the 
entire  upper  Manhattan  area  was  used  for  referrals  if  an  urgent 
situation  was  discovered.     The  rate  of  confirmed  developmental 
pathology  from  this  clinical  effort  averaged  around  7% -after 
approximately  1800  children  were  screened.  •  i 

The  Polo  Grounds  Pediatric  Treatment  Clinic  in  Central 
Harlem  was  the  next  site  chosen,  in  a  neighborhood  of  Harlem  wit 
a  relatively  stable  Black  population,  many  of  whom  were  first 
and  second  generation  migrants  from  the  South.     There  were  two 
pediatric  developmental  clinics  at  Harlem  Hospital  used  as 
referral  resources.     Again,  the  Department  of  Health  social 
worker  was  utilized  as  well  as  the  social  workers  available 
when  a  hospital  referral  was  made.    Approximately  1000  children 
were  screened  in  this  clinic  with  a  8-9%  rate  of  developmental 
deviation.     The  corroborated  pathology  showed  a  greater  number 
of  children  with  oiganic  neurological  features  in  their 
developmental  delays. 
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; There  are  several  efforts  to  inform  and  initiate    a  larger 
group  of  city  employed  physicians  into  using  the  Developmental 
Progress  Chart  which  had  evolved  as  the  developmental  screening 
instrument.     Reception  has  been  very  mixed.     The  major  resir;tance 
seemed  to  center  around  the  physicians  not  being  fluent  in  the 
patient's  language,  their  feeling  pressured  about  th<3  time 
involved  in  doing  this  type  of  assessment  and  many  also  questioned 
the  greater  effectiveness  of  this  type  of  assessment  over  the 
look-and-see  type  of  appraisal  that  they  felt  experienced  pedia- 
tricicins  were  capable  of.     The  Division  of  Day  Care  incorporated 
this  screening  into  their  pediatric  examinations  but  many  of  the 
physicians  did  not  actually  utilize  the  instrument  after  a  single 
mass  training  session.     There  was  no  supervisory  mechanism  to 
reinforce  the  training.     The  doctors  at  Polo  Grounds  Pediatric 
Treatment  Clinic  did  not  continue  to  ulitize  the  instrument 
consistently  after  the  pilot  effort  had  ended  at  their  clinic 
and  the  developnental  specialist  was  no  longer  visiting  the 
clinic  consistently. 

.  The  summary  of  this  experience  was  that  a  screening  instrument 
had  been  piloted  which  showed  great  potential  usefulness.  There 
was  a  higher  rate  of  developmental  delays  diagnosed  utilizing 
this  instrument  than  the  former  historical  method.     There  was 
close  corroboration  of  suspected  pathology  referred  to  the 
diagnostic  centers  by  the  second  level  developmental  screener  and 
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the  pathology  that  the  centers  confirTned.     The  resistances  of 
primary  staff  to  utilizing  the  instrument  necessitated  a  second 
level  of  personnel  to  oversee  this  effort  before  children  could 
be  diroctly  referred  out  to  a  diagnostic  center.    Also,  tiie 
social  work  component  which  was  originally  present  in  the  pilot 
effort  was  most  helpful  to  the  families  involved  and  facilitated 
the  interagency  connections  that  needed  to  be  made. 

All  of  this  experience  was  behind  the  choice  of  the  pilot 
effort  chosen  for  this  EPSDT  project.     The  decision  to  train 
bilingual  paraprofessionals  to  do  the  primary  screening  and  the 
utilization  of  the  pediatric  staff  to  do  the  second  level  screenin 
was  the  next  variation  chosen.     The  introduction  of  a  trained 
social  worker  seemed  very  worthwhile  not  only  because  of  what 
seirvices  they  would  bring  to  the  project  caseload  of  families 
and  the  training  of  the  primary  screeners  but  because  the 
Deaprtment  of  Health  no  longer  had  social  work  staff  in  the  field 
due  to  fiscal  cuts. 

The  Training  of  the  Paraprof essional  Screeners 

The  primary  screen  in  the  two-tier  system  was  conducted 
by  a  bilingual  paraprofessional  who  received  extensive  training 
in  the  use  of  the  Developmental  Progress  Chart. and  in  relating 
to  cjiildren  and  their  parents.     The  training  of  the  para- 
professional consisted  of  t\jQ>  weeks  of  in-office  training  con- 
ducted by  the  director  of  the  New  York  City  Department  of 
Health's  Bureau  of  Child  Health. 
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She  presented  videotapes  of  actual  developmental  screenings 
and  slides  concerning  child  development.     She  th°n  explicated 
every  item  on  the  Developmental  Progress  '-hart,  using  the  I-Ianual 
for  Developmental  Screeners  and  Physicians  ai.  the  basis  for 
discussion.     The  process  was  slow  and  detailed,  because  each 
test  item  was  more  difficult  to'  explain  than  the  trainers  had 
anticipated.     For  each  test  item,  the  following  aspects  had  to 
be  clarified:  - - 

1,     What  behavior  was  actually  to  be  observed  and 
in  the  context  of  what  kind  of  developmental 
progress; 

2.  The  liraiLs  of  acceptability,  i.e.,  what  constituted 
a  "pass"  on  the.iurm; 

3.  How  the  Screener  was  to  elicit  the  behavior,  e.g., 
what  materials  could  be  used,  what  were  the  limits 
in  coaxing  the  child  to  perform  etc.; 

4.  To  what  extent  could  the  mother  be  involved  in 
eliciting  the  behavior;  and 

5.  Whether  or  not  the  response  could  be  obtained  by 
history,  i.e.,  by  asking  the  mother  if  the  child 
usually  could  porform  the  activity  being  tested. 

These  five  aspects  were  reviewed  repeatedly  during  the  demon- 
stration by  supervisors  working  with  the  Developmental  Screeners. 

This  period  in  the  Project  Central  office  was  followed  by 
several  days  of  close  observation-  of  the  paraprOfessionSls 
screening  children  in  the  control  clinic  (Melrose) .     The  proce- 
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dure  was  as  follows:     the  two  paraprofessionals .  the  Director 
of  the  Bureau  of  Child  Health  and  one  or  both  of  the  Project 
Coordinators  sat.  in  a  Separate  room  of  that  child  health  sta- 
tion.   Children  were  referred  to  the  room  at  randoni.     The  para- 
professionals alternated  screening  the  children.     Their  task 
was  to  explain  the  purpose  of  the  screening  to  the  parent  and 
to  test  the  child  while  the  others  looked  on.     (In  many  ways 
this  was  more  challenging  than  the  regular  assignment,  since  the 
presence  of  so  many  extraneous  people  added  immeasurably  to 
the  parent's,  child's,  and  screener's  tension.  Nevertheless, 
it  was  telt  the  screener2..s  could  not  be  assigned  to  work 
irdependently  witliout  thi.?  kind  of  prior  scrutiny.    After  each 
family  left  the  room,  the  screener  would  state  how  he  scored 
the  child  on  the  Developmental  Progress  Chart.     Everyone  then 
revealed  their  own  judgments  and  any  discrepancies  were  re- 
solved by  the  Director  of  the  Bureau  of  Child  Health.  Al- 
though many  itei  s  had  to  be  reinterpreted  to  the  paraprof essional 
and  the  introduction  to  the  parents  had  to  be  improved,  there 
were  no  gross  misconceptions  or  errors  in  conducting  or 
judging  the  screeiving  device.     Follov/ing  the  observation 
period,  the  paraprofessionals  started  to  work  at  their 
separate  child  health  station  locations. 

The  Screening  Encounter 

In  the  .two-tier  system,  the  paraprof essior.al  greeted  the  mothe 
and  child  in  the  waiting  room  and  usnered  them  into  an  area 
set  aridefor  developmentax  assessment.     The  screener  tried  ' 
to  establish  good  rapport  with  the  parent,  and  allay 
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any  fears  or  misconceptions  she  might  have  had  with  regard  to 
the  screening.     He  explained  that  he  simply  wanted  to  watch 
the  child  perform  a  few  activities,  which  would  give  him  an 
idea  of  how  well  the  child  was  growing.     The  mother  would  be 
encouraged  to  participate  in  some  of  the  activities  and  to 
answer  a  few  questions  about  the  child. 

The  DPC  was  divided  into  five  developmental  categories: 
Motor,  adaptive,  language,  psycho-social,  and  parental  (see 
Appendix    B  )  .     It  was  designed  to  test  children  between  the 
ages  of  cne  month  and  six  years.     Twelve  intervals  were 
estciblished  across  that  range.     TasKS  were  designated  at  each 
interval  in  all  five-  categories.     These  were  tasks  that  75 
to  90  percent  of  the  population  was  expected  to  do  by  that  time 
For  excimple,   75  to  90  percent  of  all  11  to  14  nionth  olds  wer'^ 
expected  to  be  able  to  "walk  holding  on." 

In  administering  the  test,  the  screener  began  with  the 
item  at  ti-.e  child's  chronological  age.     If  the  child  succeeded, 
the  screener  gave  him  consecutively  more  difficult  items  until 
he  failed  one.     However,  if  the  child  failed  the  task  at  his 
chronological  age,  he  was  given  consecutively  easier  items 
on  the  chart  until  he  passed.     This  procedure  was  used  across 
all  five  categories. 

Wherever  possible,  the  screeners  used  direct  observation 
as  evidence  of  the  child's  accomplishments.     If  the  child  ■. 
failed  to  demonstrate  an  activity  in  the  presence  of 
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the  developmental  nareaner * (e.g. ,    because  it.  was  felt 

that-  he  was  iinwilling,  rather  than  unable) ,  parental  reports 

generally  served  as  sufficient  evidence.     However,  when  the 

screener  had  reason  to  doubt  the  parental  report,  it  was  not 

accepted  as  evidence  and  the  child  was  considered  to  have 

failed  the  item. 

Passing  the  screen  was  defined  as  the  ability  to  perform 

at  chronological  age  level  in  all  five  categories.     In  such 

instances,   the  clinician  was  not  required  to  use  the  DPC  in 

his  own  screening.     Failing  the  screen  was  defined  as  inability 

to  perform  at  chronological  age  level  in  one  or  more  categories. 

Since  most  children  were  expected  to  pass  all  chronological  age 
t 

level  items,  a  single  failure  suggested  that  further  exploration 
WZ.S  called  for.     In  all  cases  of  failure,  the  child  was  formally 
rr. -screened  with  the  DPC.     The  clinician  followed  the  same 
procedure  as  the  screener  in  administering  it. 

In  the  one-tier  system,   the  child  was  screened  only  by  a 
clinician.     The  clinician  used  the  DPC  with  all  children,  and 
followed  the  same  procedure  as  the  screener  in  administering  it. 

In  both  the  one  and  two-tier  systems,  upon  completing  his 
screen,  the  clinician  decided  what  to  do  next.     In  two-tier, 
if  the  clinician's  results  contradicted  the  screener* s, 
the  clinician's  decision  was  final.     If  he  judged  uhe  child 
as  normal,  no  further  action  was  required.     If  he- judged  the 
child  as  abnormal,  one  of  the  following  recommendations  were  made 
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14'^ 

1.  More  frequent  visits  to  the  CHS  to  monitor 
the  child's  progress. 

2.  The  scheduling  of  a  re-screen  at  the  CHS  at 
some  specified  date  in  the  near  future. 

3.  Referral  to  the  project  .MSW  for  family 
counseling. 

4.  Referral  to  an  outside  clinic  for  a  complete, 
developmental  diagnosis. 

5.  Other 


Referrals  for  diagnosis  were  of  special  interest  in  this 
study.     The  two-tier  developmental  screening  procedure  was 
expected  to  generate  more  referrals  than  the  one-tier.  But 
more  importantly,  it  was  also  anticipated  that  a  high  percentage 
of  those  referred  problems  would  be  confirmed  by  diagnosis. 
Both  (a)  number  of  confirmed  developmental  problems  and  (b) 
rate  of  confirmed  problems  per  referral  in  one  vs.  two-tier 
screening  were  the  critical  measures. 
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The  Role  of  the  Medical  Social  Worker  1.50*- 

The  second  new  employee  added  to  the  developmental  assess- 
ment team  was  a  medical  social  worker  (MSU).    The  primary 
function  of  the  MSW  was  to  follow-up  on  referrals  for  diagnosis 
resulting  from  developmental  screens.     She  also  engaged  in 
family  counselling  with  clients  referred  to  her  for  that  reason, 
and  was  one  of  several  individuals  to  observe  and  supervise  the 
developmental  screeners. 

The  MSW's  follow-up  activities  started  upon  completion  of 
the  developmental  screen.     If  a  clinician  decided  to  refer 
a  child  to  a  diagnostic  center,  the  MSW  was  notified  immediately, 
The  MSW    contacted  the  family  and  scheduled  a  home  visit. 
During  the  home  visit,  she  discussed  the  child's  case  with  the 
parents,  and  tried  to  allay  any  fears  or  misconceptions  they 
might  have  had  surrounding  the  referral.     She  sought  to  gain  the 
parent's  permission  to  arrange  an  appointment  for  the  child 
at  one  of  two  diagnostic  centers  used  in  the  s tudy--ei ther  the 
Lincoln  Medical  and  Mental  Health  Center  or  the  Rose  F.  Kennedy 
Center  for  Research  in  Mental  Retardation  and  Human  Development. 
If  the  parents  initially  refused  to  grant  this  permission,  the 
MSW  persisted  as  long  as  there  was  a  chance  of  persuading  them. 
For  families  agreeing  to  participate  who  appeared  skeptical 
and  apprehensive,  the  MSW  offerred  to  accompany  them  on  their 
first  visit  to  Lincoln  or  Kennedy. 

A  successful  referral  was  defined  as  one  in  which  the  child 


showed  up  for  a  first  visit  at  one  of  the  two  diagnostic  center:;. 
In  assessing  the  effectiveness  of  the  MSW  in  her  follow-up 
capacity,  a  rate  of  successful  referrals  was  derived  by  dividing 
the  number  of  successful  referrals  by  the  number  of  all  referrals 
Since  the  MSW s  task  was  to  get  the^  family  started  at  Lincoln 
or  Kennedy  as  quickly  as  possible,  another  measure  of  her 
performance  was  the  time  interval  between  the  date  the  referral 
was  initially  made  and  the  child's  first  visit  to  a  diagnostic 
center.  These  and  other  related  data  are  reported  in  the  results 
section. 
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Results 

Description  of  the  Developmenatl  Assessinent  Sample 

A  total  of  1196  children  were  screened  for  developmental 
lag-389  in  the  one-tier  system  and  807  in  the  two-tier  system. 
Data  were  gathered  on  a  number  of  demographic  measures  and 
presented  in  Tables  4-1  through  4-6.     A  frequency  distribution 
of  child's  age  reveals  that  far  more  children  under  twelve  month 
of  age  were  screened  in  the  one-tier  than  in  the  two-tier 
condition.     The  reason  for  this  discrepancy  was  that  many  of 
the  clinicians  in  the  one-tier  condition  did  not  speak  Spanish, 
and  were  therefore  unable  to  communicate  with  a  sizable  portion 
of  the  older  children.     As  in  the  other  samples  in  this  study, 
the  majority  of  the  subjects  were  Hispanic   (63.0%  overall). 
15.7  percent  of  the  mothers  spoke  little  or  no  English,  45.5% 
were  native  New  Yorkers,  and  very  few  continued  their  education 
beyond  high  school (7.5%) .     Finally,   80  percent  of  the  mothers 
vere  between  the  ages  of  19  and  35.     In  summary,  other  than 
the  age  at  vhich  children  were  screened,  both  the  one  and 
two-tier  samples-  were  comparable  in  all*  other  arieas  studied. 

The  Impact  of  the  Paraprof essionals  and  the  Two-Tier  System 

The  paraprof essional  screeners  were  inserted  into  the 
PTC's  for  four  basic  reasons:     (a)  to  elicit  an  accurate  de- 
velopmental history  from  non-English-speaking  mothers;  (b) 
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to  save  doctors'  time;     (c)  to  highlight  the  importance  of 
developmental  assessment  at  the  PTC's;  and  most  importantly 
(d)  to  uncover  more  developmental  disorders  than  were  presently 
being  detected  in  the  one-tier  developmental  assessment  system. 

Both  developmental  screeners  (at  Mitchell  and  Tinton) 
were  bilingual.     This  enabled  them  better  than  most  of  the  PTC 
clinicians  to  elicit  accurate  developmental  histories  from 
mothers  who  spoke  little  or  no  English.     Developmental  history 
played  an  important  part  in  the  DPC.  As  seen  in  Table  4-7a,  70.6% 
items  passed  were  based  upon  direct  observation  and  29 . 4  percent 
were  based  upon  parental  report.     Thus,  a  modest  number  of 
pass-fail  decisions  were  based  upon  verbal  communication  bet- 
ween parent  and  sci^ener.     Of  the  six  clinicians  servicing  the 
three  PTC's  during  the  time  of  the  project,  only  two  were 
fluent  in  Spanish.     This  in  icself  is  evidence  that  the 
screener's  role  on  the  developmental  assessment  team  was  integral. 

Because  of  the  large  PTC  caseload  and  his  nvimerous  other 
responsibilities,  a  clinician  can  ill  afford  to  spend  alot 
of  time  doing  developmental  assessment.     With  the  addition 
of  the  paraprof essional  screener,  who  was  able  to  conduct 
a  rigorous  screen  in  15  to  25  minutes,  a  good  deal  of  physician's 
time  was  saved.     When  a  developmental  lag  x-ras  detected  by 
the  screener^   the  clinician  did  a  comprehensive  secondary 
screen.     But  when  none  were  found  by  the  screener,  he  or  she 
spent  less  time. 
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The  addition  of  a  paraprofessional  screener  and  MSW  to 
the  PTC  staff  \inderscored  the  overall  importance  of  develop- 
mehtal  assessment.     It  apparently  caused  other  PTC  staff  members 
to  become  active  themselves  in  identifying  and  referring 
developmental  problems.     In  fact,  8  of  the  26  referrals  to  the 
Lincoln  and  Kennedy  diagnostic  centers  were  made  independently 
of  the  formal  two-tier  screening  mechanism.     Perhaps  the  availa- 
bility, of  an  MSW  as  a  follow-up  agent  prompted  the  PTC  staff 
to  refer  known  cases. 

The  success  of  the  paraprof essionals  as  developmental 
screeners  was  measured  in  a  number  of  ways.     First,  inter- 
screener  relj.ability  was  tested  by  having  the  screeners  jointly 
observe  and  rate  44  children.     Each  screener  was  blind  as  to 
the  other's  ratings.     For  half  the  children,  one  screener  per- 
formed the  developmental  assessment  test  and  rated  the  child, 
while  the  other  sjreener  stood  off  by  the  side  and  also  rated 
the  child.     For  the  other  half,  they  reversed  roles. 

Inter-screener  reliability  was  assessed  using  two  sets 
of  criteria.     The  more  stringent  one  involved  treating  each 
of  the  possible  responses  to  an  item  (i.e.,  fail,  observed  pass, 
and  parental  pass)  as  independent.     If  one  screener  rated  an 
item  as  anything  other  than  the  identical  response  given  by 
the  other,  it  was  counted  as  a  disagreement.     With  the  less 
stringent  criterion,  observed  pass  and  parental  pass  were 
combined  so  that  only  two  categories  of  response  were  con- 
sidered— pass  and  fail.     In  both  situations,  if  one  screener 
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recorded  an  outcome  for  an  item  while  the  other  showed  no  entry 
for  the  item,  it  was  counted  as  a  disagreement.     As  can  be  seen 
in  Table  4-8,  percentage  agreement  between  the  two  screeners 
was  quite  high  ranging  from  78  percfent  to  100  percent  using 
the  three-response  criterion  and  from  85  percent  to  100  percent 
using  the  two-response  criterion.     Thus,  the  evidence  suggests 
that  the  paraprofessionals  used  the  same  standards  in  screening 
the  children. 

The  amoxmt  of  agreement  between  paraprofessional  and 
clinician  was  another  measure  of  the  paraprof essional ' s 
performance  as  a  screener.     Of  the  880  total  children  screened 
in  the  two-tier  system,  there  were  only  two  cases  of  false 
negatives   (i.e.,  cases  where  the  clinician  detected  a  lag  when 
the  paraprofessional  had  not) .     This  suggests  that  the  para- 
professionals were  careful  and  responsible  as  screeners;  only 
two  cases  judged  as  problems  by  clinicians  slipped  by  unnoticed. 
In  summary,  the  paraprofessionals  served  successfully  in 
their  capacity  as  developmental  screeners.     The  evidence  in- 
dicates that  with  the  kind  and  amount  of  training  and  super- 
vision provided  in  this  project,  the  screener 's  job  can  be 
handled  by  paraprof essional-level  employees.     From  a  cost 
effectiveness  standpoint,   this  is  an  encouraging  finding. 

Developmental  Lags  *  _ 

The  two-tier  system  was  expected  to  uncover  developmental 
lags  at  a  higher  rate  than  the  one-tier  system.     As  seen  in 
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•Table  4-9,  the  hypothesis  was  easily  supported.  Developmental 
■lags  were  uncovered  at  a  rate  of  1.01  percent  in  the  one-tier 
and  4.28  percent  in  the  two-tier  system. 

. Referrals  for  Diagnosis 

It- was  pi'edicted  that  the  two-tier  system  would  generate 
more  referrals  than  the  one-tier  system.     As  seen  in  Table  4-10, 
17  diagnostic  referrals  resulted  from  the  two-tier  and  only  one 
from  the  one-tier  system.  Thus,  the  hypotliesis  was  convincingly 

supported.     We  sought  to  confirm  the  appropriateness  of  these  

^referrals  by  examining  all  available  diagnostic  evaluations 
provided  by  the  Lincoln  and  Kennedy' centers .     All  14  evaluations 
^examined  to  date  did,  in  fact,  support  the  judgment  that  the 
"xeferral  was  warranted. 

The  TISW 

A  successful  MSW  referral  was  defined  as  one  in  which  the 
child  showed  up  for  a  first  visit  at  a  diagnostic  center.  Of 
the  I'lSW's  cases,  all  but  one  were  successful. 

For  15  of  the  I-lSW's  cases,  data  are  available  on  the  time 
interval  between  problem  identification  at  the  PTC  and  the 
child's  first  appointment  at  a  diagnostic  center.     As  seen  in 
Table  4-11,   80  percent  of  those  intervals  were  75  days  and 
less.     Hence,  most  of  the  referrals  generated  had  reached 
their  intended  destination  well  within  three  months. 
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Summary 


It  was  hypothesized  that  a  two-tier  developmental  asess- 
ment  team,  which  included  a  paraprdf essional  and  clinician 
as  screeners,  woxild  be  more  effective  than  a  one-tier  system, 
which  included  a  clinician  only.     The  prediction  was  dramatically 
supported  by  the  data.     17  children  in  the  two-tier  condition 
vs  only  one  in  the  one- tier  condition  were  referred  to  a  diag- 
nostic center  for  a  developmentally-related  problem  uncovered 
through  the  screening  process.    And  of  the  14  cases  where  the 
diagnostic  outcome  was  known,  all  were  confirmed  as  conditions 
warranting  attention  and  care. 

The  MSW  played  an  integral  role  in  the  referral  process 
by  speedily  setting  up  diagnostic  appointments  for  families 
in  her  caseload.     Both  her  presence  and  that  of  the  para- 
professional  served  to  sensitize  the  regular  PTC  staff  to  the 
urgency  for  screening,  diagnosing,  and  treating  preschool 
children  for  developmental  disorders.     The  fact  that  the  MSW 
took  on  8  cases  not  generated  through  the  formal  screening 
system  but  ratiier  on  the  recommendations  of  other  staff  members, 
supports  the  above  contention. 

The  two  paraprofessionals  served  well  in  their  roles  as 
developmental  screeners.     They  were  expertly  trained  and 
supervised,  and  became  quite  adept  at  administering  the 
Developmental  Progress  Chart.     Inter-screener  reliability 
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was  quite  high,  and  there  were  only  two  cases  of  false  negatives 
out  of  880. 

Overall  both  the  paraprofessional  screeners  and  the  MSW 
proved  to  be  valuable  additions  to  the  PTC's. 


Table  4-1  :    Child's  Acre — Developnental  Assessment  Sarrple  Ls'"?*^ 


One-Tier  Syston 

Tv^Tier  System 

Overall 

L 

j..\nron 

.  u-T-cne]  i 

Total 

(191) 

'* 

(330) 

49.1% 

23.0% 

11.7% 

17,2% 

(64) 

n  1 
1X14 ; 

(178) 

16.5% 

16.4% 

11.9% 

14.1% 

14.9% 

(55) 

(152) 

(207) 

i  —  ^  years 

14.1% 

17.4% 

20.2% 

18.8% 

17.3% 

(29) 

(55) 

(C8) 

(123) 

(152) 

^  —  J  yeaxs 

7.5% 

13.9% 

16.5% 

15.3% 

12.7% 

(23) 

(31) 

(74) 

(lOj) 

(128) 

3-4  years 

5.9% 

7.8% 

18.0% 

13.0% 

10.7% 

(21) 

(55) 

(69)  . 

(124) 

(145) 

4-5  years 

C  AO. 

5.4% 

13.9% 

16.8% 

15.4% 

12.1% 

(6) 

(30) 

(20) 

(50) 

(55) 

Over  5  years 

1.5% 

7.6% 

4.9% 

6.2% 

4.7% 

(389) 

(396) 

(411) 

(807) 

(1196) 

Tbtai 

100.0% 

100.0% 

100.0% 

100.0% 

100.0% 

Table   4-2:    .'Mother' s  Language — Developmental  Tlssessrrcnt  Sample  -t-i>^-^*" 


1 

One-Tier  System 

TVvD-Tier  Systsn 

Overa 

Cieircse) 

Tin ton 

Mitchell 

Total 

Tot 

(176) 

(127) 

(137) 

(■^64) 

(440) 

English  Only 

46.9% 

36.9% 

34.4% 

35.6% 

39.4% 

(136) 

(499) 

..    Spanish  &  English 

36.3% 

50  0^ 

48  0% 

48  9% 

44.7% 

(61) 

(45) 

(70) 

(115) 

(176) 

Spanish  Only 

16.3% 

13.1% 

17.6% 

15.5% 

lb.7% 

(2) 

(21 

Other 

0.5% 

0.2% 

(375) 

(344) 

(398) 

(742) 

(1117) 

Tbtal 

100.0% 

100.0% 

100.0% 

100.0% 

100.0% 

Table  4-3:    Mother's  Years  of  Residency  in  IJew  Yor):  City 
Developmental  Assessirent  Sanple 


1< 


One-Tier  Systen 

Two-Tier  System 

Overall 

(Jfelrose) 

Tinton 

Mitchell 

Ibtal 

Total 

(55) 

(46) 

(36) 

(82) 

(137) 

0-5 

15.4% 

11.5% 

10.6% 

11.1% 

12.5% 

(60) 

(75) 

(55) 

(130) 

(190) 

6-10 

16.9% 

18.8% 

16.15 

17,5% 

17.3% 

(33) 

(-^5) 

(45) 

(90) 

(123) 

11-15 

9.3% 

11.2% 

13.2% 

12.2% 

11.2% 

(3b) 

(47) 

(65) 

(112) 

(148) 

Over  15 

10.1% 

11.7% 

19.1% 

15.1% 

13.5% 

(172) 

(187) 

(140) 

(327) 

(499) 

Born  in  MYC 

48.3% 

46.8% 

41 .0% 

44.1% 

45.5% 

(356) 

(400) 

(341) 

(741) 

(1097) 

Ibtal 

100.0% 

100.0% 

100.0* 

100.0% 

100.0% 

Table  4-4:    ftother's  Education—Developmantal  Assess^^t  Sanple  XfjZ- 


One-Tier  System 

T(f/>-Tier  Systan 

Overall 

C"felrose) 

Tinton 

rtltchell 

Total 

Total 

0-5 

(11) 

(32) 

(16) 

(48) 

(59) 

3.5% 

9.4% 

5.0% 

6.1% 

6-7 

(12) 

(26) 

(26) 

(52) 

3.9% 

7.6% 

8.2% 

7.9% 

6.6% 

8-11 

(134) 

(133) 

(i;2) 

(310) 

(444} 

43.2% 

40.6% 

54.1% 

47.1% 

45.9% 

12 

(115) 

(328) 

37.1% 

36.5% 

28.0% 

32.4% 

33.i;»% 

Over  12 

(38) 

(20) 

(15) 

(35) 

(73) 

12.31 

5.9% 

4.7% 

5.3% 

7.5% 

Ibtal 

(310) 

(340) 

(318) 

(658) 

(968) 

100.0% 

100.0% 

100.0% 

100.0% 

100.0% 

Table  4-5:    ^bther's  Ethnicity — Developmental  Assessment  Sample 


One-Tier  System 

Tv-ro-Tier  Systop 

Overall 

(Ilelrose) 

Tinton 

Mitchell 

Total 

rotal 

(141) 

(132) 

(108) 

(240) 

(381) 

Black 

37.1% 

35.2% 

26.4% 

30.6%' 

32.7% 

(5) 

(6) 

(3) 

(9) 

(14) 

Ivhite 

1.3% 

1.6% 

0.7% 

1.1% 

1.2% 

(223) 

(221) 

(289) 

(510) 

(733) 

Hispanic 

58.7% 

58.9% 

70.7% 

65.1% 

63.0% 

(11) 

(16) 

(9) 

(25) 

(36) 

Other 

2.9% 

4.3% 

2.2% 

3.2% 

3.1% 

(380) 

(375) 

(409) 

(784) 

(1164) 

Total 

100.0% 

100.0% 

100.0% 

100.0% 

100.0% 

Icible  4-6  ;    Itother's  A^e — Develornental  Assessment  Sample  l.tj4*^ 


One-Tier  System 

Two-Tier  Syst€ia 

Cveral] 

(]^telrDse) 

Tinton 

riitchell 

Total 

Tota] 

Under  19 

(37) 

(29) 

(45) 

(74) 

(Hi: 

9.7% 

7.8% 

11.0% 

9.5% 

9.6 

19  -  22 

(96) 

(76) 

(90) 

(166) 

(262 

25.1% 

20.5% 

22.0% 

21.3% 

22.6 

23  -  26 

(92) 

(89) 

(75) 

(164) 

(256 

24.1% 

24.1% 

18.3% 

21.1% 

22.  C 

27  -  30 

(89) 

(65) 

(69) 

(134) 

(22: 

23.3% 

17.6% 

16.9% 

1 

17.2% 

19.; 

31  -  35 

(42)  • 

(65) 

(65) 

(130) 

(17 

11.0% 

17.6% 

15.9% 

16.7% 

14. 

Oyer  35 

(26) 

(46) 

(65) 

(111) 

(13 

6.8% 

12.4% 

15.9% 

14.2% 

11. 

Total 

(382) 

(370) 

(409) 

(779) 

(Li 

100.0% 

100.0% 

100.0% 

100.0% 

IOC 

Table    4 -7a:  Frequency  Distribution  of  I  tans  Passed  by 

Direct  Observation  vs.  Parental  Ranort  ^ 

lb*'": 

Overall  Tvo-lier  Sairole 


Developirental 

Direct 

Parental 

Total 

Category 

Observation 

Report 

Items  Passed 

(1503) 

(203) 

(1706) 

lt>tor 

88.1% 

11.9% 

100  0% 

(1494) 

(18) 

(1512) 

Adaptive 

- 

98.8% 

1.2% 

100  0% 

(1065) 

(396) 

(1461) 

Language 

72.9% 

27.1% 

100.0% 

(434) 

(1394) 

(1828) 

Psycho-Social 

23.7% 

76.3% 

100.0% 

(703) 

(154) 

(857) 

Parental 

32.0% 

-     18.0%  • 

100.0% 

(5199) 

(2165) 

(7364) 

^tal 

70.6% 

29.4% 

100.0% 

Table  .i-7b:  rrcquency  Distxibution  of  Itans  Passed  by 

Direct  Observation  vs.  Parental  Report  l,(j^3' 

Tinton 


Develocznental  ^ 

Direct 

Parental 

Total 

Cateaorv 

Observation 

Peport 

Items  Passed 

(749)  ^ 

(87) 

(036) 

mtor 

89.6% 

10.4%  . 

100.0% 

(703) 

(6) 

(709) 

XIUOU  ^  lii  V  ^ 

99.2% 

0.8% 

100.0% 

(451) 

(247) 

(698) 

100.0% 

64.6% 

35.4% 

(260) 

(623) 

(883) 

Psycho-Social 

100.0% 

29.4% 

70.6% 

(429) 

(1) 

(430) 

Parental 

99.85; 

0.2% 

100.0% 

(2592) 

(964) 

(3556) 

Itotal 

72.9% 

27.1% 

100.0% 

Table  4 -7c:  Frequency  Distribution  of  Items  Passed  by 
Direct  Observation  vs.    Parental  Peport 

riitchell 


Developnental 

Direct 

Parental 

 — — 

•Itotal 

Category 

Observation 

Peport 

Itens  Passed 

(754) 

(116) 

(870) 

Motor 

86.7% 

13.3% 

100.0% 

(791) 

(12) 

(803) 

Adaptive 

98.5% 

1.5% 

100.0% 

(614) 

(149) 

(763) 

Language 

80.5% 

19.5% 

100.0% 

(174) 

(771) 

(945) 

Psycho-Social 

18.4% 

81.6% 

100.0% 

(274) 

(153) 

(427)' 

Parental 

64.2% 

35.8% 

100.0% 

(2607) 

(1201) 

(3808) 

Tbtal 

68.5% 

31.5% 

100.0% 

Table  4-8:  Intei>Screener  Reliability':  Mean  Percentage 
Agreement  Between  the  TS-io  Paraprofessional  Screeners 


Developmental 
Category 

3  Category 
Criterion^ 

2  Cateqoiry 
Criterion^ 

totor  - 

89.3 

92.4 

Maptive 

89.3 

89.. 

Language 

78.0 

85.4 

Psycho-Social 

82.3 

89.2 

Parental 

100.0 

100.0 

Tbtal  r-iean 

87.78 

91.26 

N  =  44 


1  Observed  pass,  parental  pass,  and  fail  were  counted  as  separate 
categories. 


2  Observed  p>ass  and  parental  pass  were  ccnibined  to  form  a  single 
category,  while  fail  represented  the  second  category. 


Table  4-9:     Rate  at  which  Developmental  Lags  were  Uncovered 
in  the  One  and  Tv/o-Tier  Systems 


Screening 
System 

Number  of  Children 
Screened 

Developmental  Lags 
Uncovered 

One-Tier 

496 

(5) 

1.0% 

Two-Tier 

888 

(38)* 

4.3% 

*  38  represents  the  number  of  lags  identified  by  the 
clinician  in  the  two-tier  system. 
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Tcible4-10:     Comparison  of  Referrals  for 
Diagnosis  Between  the  One  and  Two-Tier 
Screening. Systems^ . 


One-Tier 

Two-Tier 

Total 

Number  Screened 

496 

888 

1384 

Number  of 
Referrals 

1 

17 

18 

Referral  Rate 
per  Screen 

0.2% 

1.9% 

1.3% 

All  referrals  presented  in  this  t^ble  resulted 
from  a  formal  screen  conducted  within  either 
the  one  or  two-tier    .  system.     Eight  other 
developmental  referrals  not  resulting  from  a 
formal  screen  were  initiauad  during  the  project 
period  and  handed  over  to  the  project  MSW. 
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Table  4-11:  line  Interval  Detween  Problein  Identification  and 
Urst  Diagnostic  Appointnient  for  Develooiental  Referralsl 


#  of  Days  Frequency 

0-25  -v  4 

26-50  2 

51-75  6 

Over  75  3 

K  =  15 
rfean  =  56.3 


1  Missing  data  for  11  cases 
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K^.W  YORK  CITY  DZ?ARr:^rZXT  CF  HEALTH  GUIDELTirES  FOR  EARLY  AND  PI7.I02IC  SCRHEMiXG,  DIACICOSIS 
AKD  TREAIME2vT  (E?SDT)  xl^  CHILD  KEALTti  STATIONS  ANT)  PEDIATRIC  TRZATJ^ENT  CLI2JICS. 
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blKi-zM.  VI   CiiiLD  Hil/VLTil 
March 

NEW  YORK  cm  DE^AkTMENT  OF  IIIlALTlt  i7S< 
CUIDcLINES  FOR  r^RJ.Y  .M.'D  PERIODIC  GCRr.nNIN'G.  DIACNOSIS  AND  TREATMENT  (ET'SHT) 
PRCGR.\,-I  m  CHILD  llilALTII  STATIONS  AND  rEDlAIKICT  TREATMENT  CLINICS 


These  definitive  guidelines  outline  the  contenv.  and  Implcr.cntatlon  of  .he  Enrly 
and  Periodic  Screening  Proj;rara  (EPSDT)  for  tl»c  New  Y  rk  City  DcpartEcn*.  of  Health 
Child  Health  Stations  and  Pediatric  Troa:aent  Clinics*    They  are  to  be  considered 
as  a  supplement  to  the  existing  "Manual  of  Procedures  for  the  Chila  Health 
Conference."  ^ 

An  laportant  aspect  of  the  EPSDT  Program  is  the  systematic  referral  by  the 
Department  of  Social  Services  of  children  of  fanilies  on  Public  Assistance, 
many  of  whom  will  have  had  inade4uate  or  incomplete  previous  preventive  health 
care.    All  such  children  are  to  be  registered  in  the  Child  Health  Stations  and 
Pediatric  Trcatinent  Clinics  for  continued  care,  even  after  the  initial  EPSDT 
examinatioa  is  conpleted. 

The  EPSDT  Prograa  includes  certain  tests  and  procedures  already  being  carried 
out  in  Child  Health  Stations,  plus  additional  ones  that  are  being  done  for  the 
first  time.    The  total  EPSDT  Program  includes: 

acsfesscents  of  physical  growth  and  mental  development; 
a  physical  examination,  including  dental  screening; 
assessment  of  nutritional  status;  vision  and  hearing 
screening  tests;  hematology  screening  for  anemia, 
•  lead  poisoning  and  hemoglobinopathies  including  sickle 

cell  disease;  urine  screening;  immunizations  and  tuberculin 
testing;  diagnosis,  treatment  and  follow-up  on  any  abnormalities. 

Although  the  EPSDT  Program  is  mandated  by  federal  law  for  Medicaid  recipxencb, 
all  tests  and  procedures  in  these  guidelines  will  apply  to  all  childrr.n  seen 
According  to  age,  regardless  of  their  Medicaid  status. 

The  periodicity  of  EPSDT  examinations  for  the  individual  child  is  determined 
by  his  age  and  coincides  with  the  visit  schedule  for  preventive  health  care 
(See  XI,  page  18  and  summary  on  page  19). 

All  procedures  and  tests  requii ed  for  any  given  age  should  be  done  at  the  srma 
visit  as  the  physical  examination  or  as  soon  thereafter  as  feasible.    Tiiis  visit 
including  procedures  and  tests  will  be  designated  a  complete  EPSDT  visit  for 
Mftdicaid  accounting  purposes. 

Children  3  years  of  age  and  over,  on  whom  the  most  time  consuming  tests  are 
required,  should  bt  carefully  scheduled  during  a  session  so  that  staif  will  have 
time  to  complete  all  scheduled  procJures.    The  hematology  tests  and  immunizations 
on  this  group  should  be  done  after  thu  vision  and  audiomecric  screei;ing  is 
completed,  slrtce  the  child's  cooperation  is  ebsential  for  the  latter  two  procedures. 

Certain  aspects  of  the  progvan,  such  as  tests  and  procedures  that  arc  being  dene 
for  tlie  first  tine  in  child  health  require  specialized  training,  e . v',.  .Iteiii.i Lo] o;;y 
testing;,  auuloutctr  Lc  and  certain  vision  s;crc'cnlnj;  proct-ilurcb .    At  lt.ai.t  one' person 
In  ciich  Child  Ili-ultl'  :;carlon  i;nd  l'cdla:rlc  Treatr.ii^nc  CJ  Inic  hat>  been  traiiicU  in 
all  of  Lhetic  new  procedurtfi.    Additional  tralniiii;  court^Liy  will  be  i.cqutrcd  to 
provld,^  more  back-up  in  tae  future,  «i.d  thcbe  will  be  planned  as  necehbury. 
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Close  supervision  of  this  pro(;ram  is  jssential  to  ensure  highly  accurate  test 
results  in  all  arc^j.     For  this  purpose,  in  addition  to  the  supervision 
provided  by  Supervii,ing  Child  Health  Ph/sicians  and  Supervising  Public  Health 
Nurses,  certain  highly  specialized  supervisory  services  are  required.  Super- 
vising Audiologists  have  been  hired  by  the  Bureau  of  Handicapped  Children  to 
supervise  the  hearing  screening  program.     Each  supervising  audiologist  is 
assigned  to  several  clinics. 

Whenever  an  infant  or  preschooler  has  had  a  test  or  procedure  elsewhere  that 
is  required  under  the  EPSDT  Program,  the  particular  test/procedure  need  not 
be  repeated  provided  the  test  results  are  known,  are  within  nomai  range  and 
are  recorded  on  the  Child's  History  Record  (Form  3K)  in  the  appropriate  place. 

Pemission  to  perfom  blood  tests  and  screening  procedures  must  be  obtained 
from  either  the  parent  or  ler,al  guardian..     In  Child  Health  Stations  there  is  a 
stanp  containing  the  permission  form  which  should  be  stamped  in  the  lower  right-h. 
co^er  of  the  inside  back  page  of  the  3K.  In  Pediatric  Treatment  Clinics  the  cons, 
form  is  on  a  separ2te  piece  of  paper  which  must  be  kept  in  the  chij.u  o  record. 
Both  types  of  consent  foms  nust  be  signed,  dated,  and  witnessed  prior  to 
offering  the  appropriate  services.    Whenever  an  individual  child  cannot  have  a 
blood  tesr  because  consent  is  lacking,  this  should  be  noted  on  page  3  of  the 
3K,  by  date  and  type  of  test(s)  not  done,  and  the  reason  for  not  doing  it  (them). 

Auditing  of  Child  Health  Station  and  Pediatric  I'reatment  Clinic  records  for  conplj 
with  EPSDT  guidelir.es  will  be  conducted  by  the  Bureau  of  Child  Health,  as  well 
ai  interested  outside  agencies,  on  a  regular  basis. 


DETAILED  DESCRIPTIONS  OF  EPSDT  PROCEDITRES  AN"3  FESTS 

I.  C0>7LETE  PHYSICAL  E:-L-\>:I\'ATI0N  -  A  complete  physical  examination  is  to  be 
done  by  the  physician  or  the  PMA  at  every  visit.     An  ad^  .,uate  medical 
examination  must  include  an  overall  inspection  of  the  child  and  must, 
therefore,  be  done  with  the  child  completely  undressed.     A  general  appraisal 
should  be  made  of  the  child's  nutritional  status,  posture,  and  gait  if  he 
ambulatory.    The-    physician's  impression  regarding  the  child's  development 
oust     be  confirmed  by  plotting  his  height  and  weight  on  the  growth  chart. 
A  visit  where  this  is  not  done  is  considered  inadequate.     All  infants  1  year 
or  age  and  younger  s.iould  have  their  head  circumference  measured  also  and 
recorded  in  the  height  and  weight  colu.in  on  the  3K1.     The  anterior  for.tanclle 
size  should  be  noted  if  still  open.     Tlie  eyes  should  be  examined  as  well 
as  the  nasopharynx.     An  otoscopic  examination    must     be  done  on  all  children. 
Auscultation  of  the  heart  and  lungs  should  be  cone  as  well  as  inspection  of 
the  chest  wall.     Palpation  of  the  abdomen  j.nd  notatlon~of  any  organor ,;;aly 
should  be  made.     An  examination  of  the  geritalia  should  alwayu  be  done. 
An  inspection  of  the  litiba  bhould  be  made  and  tne  hi?b  must      be  carefully 
examined  in  all  babies. 
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Scrccninc  drntal  cr.rirdnations  wil]  bo  done  cither  by  the  phvr.ician  or 
PKA,  or  where  available,  a  dental  hyr.icnist.     These  are  to  incituio: 
(a)    Boft  tissue  inspections  -  the  condition  of  soft  tissucr-  shoulo  be 
assessed;  palpation  for  lynphadenopathy  should  accompany  the  general 
inspection  of  the  tongue,  lips,  fauces  and  membranes  for  lesions,  color, 
contour,  texture  and  mobility.     ^b)    or-al  hygiene-cleanliness  of  oral  cavity 
and  adequacy  of  tooth  brushing  technique  she  aid  be  asisesEcd;  existence 
of  breath  odors  should  be  noted.     (c)    inspection  of  the  teeth;  abnormalities 
of  morphology  and  eruption  patterns  should  be  noted;  obvious  gross  or  early 
decay,  malalignment  and  discoloration  also  noted.     When  done  by  the  physician 
or  PMA,  a  notation  must  be  made  in  the  note  that  a  dental  examination  wr.s, 
in  fact,  done.     THIS  IS  ^'0T  OPTIONAL.    This  notation  cay  be  as  brief  as 
"dental  negative"  or  "teeth  in  good  repair"  but  there  must  be  some  mention 
of  dental  6creer»ing  for  an  examination  to  be  counted  as  an  EPSDT  examination. 

Following  his  examination  the  physician  or  PMA  will  record  findings  on 
Form  3KI.    Since  Child  Health  Station  records  are  usually  the  only  health 
recordr  these  children  h^/e,  this  note  must  be  (1)  legible,  (2)  complete 
and  (3)  indicate  the  plan  for  that  day,  e.g.,  imniunizations ,  vision  screening 
and  any  future  plans.    The  physician's  note  must  include  the  following  itcas 
for  all  well  visits,  including  EPSDT  visits: 

(1)  Interim  health  history 

(2)  A  history  of  recent  developmental  milestones  and  newly 
acquired  skills  noted  on  back  of  Child's  History  Record 
(Form  3K)     and  any  problems  explained  in  the  note. 

(3)  Statement  of  the  child's  general  appearance.     For  example: 
.  "Husky  well  developed  toddler." 

(A)    A  brief  account  of  the  child's  diet.    For  example:  type 
and  quantity  of  formula,  milk,  solids,  etc. 

(5)  Results  of  ohvsicai  examination  as  in  the  following  example: 

"Head  -  AP  closed 

EENT  -  Negative 

Mouth  -  Teeth  in  good  repair 

Keck  -  Ko  adenopathy 

Lungs  -  Clear 

Heart  -  RSR  Ko  Murmur 

Abd  -  Soft  -  No  masses  or  organomelgaly 

Genitalia  -  Normal  male  infant 

Hips  -  Xomal,  no  dislocation  (infants) 

Ext.  -  Full  ROM  (older  children) 

Skin  -  Clear" 

(6)  A  diagnosis  or  impression.     For  example:  Impression : 
Well  baby.    Plan:  Tine  tesr  today,  RV  3  raos.  for  measles 
immunization-  ^  . 

(7)  Siyiwcare  of  i'hy^iciun  or  P.N'A-include  first  and  last  names  in  full, 
no  initials.  • 

Tliri  above  is  an  example  of  liow  a  note  mifjlit  be  written  and  is,  m..-ant  to 
Bcrve  da  a  nuide.     Less  tlian  the  above  would  be  so  brief  an  to  bi; 
meanlnglefli*.  is  unaccitpti.l) lo  to  the  Bureau  and  docu  not  come  up  to 
EPSDT  proiirara  btandard,,. 
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II-     r)!Vr;Tr,M,  •rrA'^irr^mr-Vr.^  -  McaRv.rcmonts  oC  hcir.lit  nnd  wclpht,  nnd  hcnd 

circumference  on  infants  u,)  to  1  y -ar  of  nge  arc  to  be  done  routiuclv  at  the 
tiiM  of  all  routine  physical  examinations.     Prematures  and  all  infants 
and  children  beyond  1  year  of  age  with  abnormal  configuration  of  the 
head  and/or  cranial  sutures  are  to  have  head  circumference  measurements 
taken  past  1  year  of  ap,e  for  as  long  as  Che  indication  for  doinp  so  exists. 
All  physical  measurements  are  to  be  plotted  on  prowth  charts  by  the 
physician  or  PNA  at  the  time  of  every  physical  examination.    THIS  IS  NOT 
OPTIONAL,  BUT  IS  A  MANDATORY  PART  OF  THE  PHYSICAL  EXAMINATION. 

Growth  charts  and  measuring  tapes  are  provided  as  needed  by  the  districts. 
The  Supervising  Public  Health  Nurse  should  estimate  in  advance  the  number 
she  will  require  on  a  regular  basis  so  that  new  supplies  keep  up  with 
current  needs.    If  a  district  runs  low  on  growth  charts  a  xeroxed  growth 
chart  Is  adequate. 


III.  ASSESSMENT  OF  NUTRITIONAL  STATUS  -  Nutritional  status  is  assessed  by  the  • 
findings  and  inpressions  gathered  from:  the  physical  ev-amination ;  physical 
oeasurements  especially  incremental  gains  or  failure  t*'  gain;  growth  charts; 
testing  for  anemia.  Children  having  any  detectable  nut'-itional  deficiency 
should  be  referred  to  the  Public  Health  Nurse  or  the  D.-' strict  Nutritior.ist" 
for  consultation. 


IV.    DEVELOPMENTAL  SCREENING  -  At  the  time  of  the  first  visit  the  physician  or 
PNA  is  to  take  a  deveJ.opmental  history-,  covering  significant  developmental 
landmarks  from  birch.    Thereafter,  only  an  interim  developmental  histor>'  need 
be  taken.    The  back  of  the  Child's  History  Record  (Form  3K)  contains  ^  check- 
off list  of  significant  developmental  landmarks  for  screening  purposes.  It 
is  to  be  filled  out  as  indicated  with  either  the  ac?        the  child  or  the 
date  when  each  landmark  was  reached.     Certain  Child  Health  Stations  that  are 
part  of  a  special  developmental  study  use  special  forms  for  this  purpose. 
One  of  the  above  two  foms  must  be  filled  out  by  the  physician  or  PNA  at  the 
time  of  each  routine  physical  examination. 

Whenever  a  question  arises  in  an  individual  child  as  to  developmental  lags, 
the  Denver  Developmental  Screening  Test  (DDST)  or  other  more  complete  scrcenin 
test  should  be  used.    All  screening  test  forms  used  must  be  identified  with 
the  full  nan.e  of  the  child,  date  of  bir'th  and  date  of  the  test.     They  must 
always  become  a  permanent  part  of  the  child's  medical  record. 

Children  with  questionable  or  definite  abnormalities  in  devclopm«.-nt  should 
be  referred  for  definitive  work-iii».     Ilovt-'ver,  mothers  should  ylw.iyn  be  c.ire- 
fully  questionod  coiiccrr-in;;  possible  previous  work-up  for'a  di^VL-lopnu-ntal 
probluo  and  where  tliis  hd^  alr-.-ady  Lc-trn  done,  a  report  from  the  trc'aii..fnc 
BRency  should  uaually  be  requested  prior  to  making  a  decluion  on  relt:rral. 
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V.       IMMUNIZATIOMS  AND  TCBr.P.CULTN  Tr.STTKG 

The  DOSt  recently  rcvioed  Bureau  of  Child  Health  schedule  of  inrr.unizntions 
is  contained  on  the  "Sucnary  Sheet  for  rsoutinc  EPSnT  Proccduics"  on 
pagei  19  of  these  guidelines.    Many  children  beinR  referred  to  the  Child 
Health  Stations  for  the  EPSDT  tixamination  wi.ll  be  inadequatnly  irxiunir.cd 
for  their  agu,  or  even  have  ha<l  no  previous  inmuni^^ations .     It  is  impera,- 
 tive  tliat  an  itcunization  plan  be  individualized  for  such  children.     It  r.hou 

be  riOted  that  DPT,  polio  nnd  mcaolcK-rubclla  lumunizati^ns  can  all  be  given 
sitjultaneously  to  such  children  without  sacrificing  antibody  response  Vo  a.iy 
of  the  individual  antigens.  Moreover, the  interval  between  return  appointment, 
in  such  children  aust  be  individualized  to  allow  for  "catch-up"  of  nisscd 
innuaizations  and  procedures.    Tuberculin  tests  must  be  read  and  recorded  in 
the  nedical  record  for  completion  of  the  EPSDT  exeoination.  *  • 


VI.    TKEJ.T.'Z^,  P^r£RR.\L  AND  ?OLL0!^-UP  -  In  all  Child  Health  Stations  treatment 
of  minor  abnormalities,  especially  those  that  do  not  require  definitive 
diagnosis  is  strongly  encouraged.    In  the  Pediatric  Treatment  Clinics 
diagnosis  and  treatment  is  to  be  done  in  accordance  with  specific  guide- 
lines and  procedures  issued  to  such  clinics. 

All  children  with  any  abnormality  that  requires  diagnosis  and/or  treatment 
that  is  beyond  the  scope  of  the  Child  Health  Station  or  Pediatric  Treatment 
Clinic  will  be  referred  in  accordance  with  present  leferral  procedures. 
Referrals  to  "Bureau  for  Handicapped  Children  Approve'd  Centers''  or  o^her 
Department  of  Ktalth  Clinics  (e.g..  Cardiac  Consultation  Clinicj  wheri 
appropriate,  is  to  be  preferred,     i^eimhurscment  for  the  treatment  of  certain 
complex  conditions  in  children  eligible  for  Medicaid  will  be  nade  only  to 
hospitals  vith  ser\'ices  approved  by  the  New  York  City  Departr.ent  of  Health, 
Bureau  for  Handicapped  Children.    These  diagnostic  categories  <"'rf stricted 
diagnosis")  are: 
■     —  •  Amputee  Cystic  Fibrosis 

Cardiac  Impaired  Hea-^ing 

-w.  ^ .-     Cleft  Palate  Phenylketonuria 


Always  consult  the  most  recenLly  published  list  of  approved  centers  which 
lists  a_ll  covered  diagnoses,  distributed  to  all  clinics  by  the  Bureau  for 

Handicapped  Children.  Ail  referrals  muse  always  be  accompanied  by  the 

appropriate  form.    Standard  follow-up  procedures  must  always  be  followed. 

It  is  anticipated  that  many  families,  otpecinlly  from  the  c.^^O"!'  Public 
Assistance  referred  to  the  Child  Health  Stations  will  require  social  service 
intervention.     The  district  social  service  consultant  can  be  contacted  and/o; 
the  patient  referred  for  the  following  types  of  sen/iccr,: 

Dir-ict  short-term  casework  service:;  to  assist  witli 
problem  of  housing,  eiuployini-nt ,  day  care,  lef.al  aid,  etc. 
pia-.'.nor.tl c  nnd  Mi'  portivi.-  .sc-rvlcc  to  Identify  r."  ;'.ldren  with 
enoisonal  problt-m:;  .iiij  help  parcntr.  to  uLik*  av.iilabli:  ini-ntal 
health  services.     I'robieius  of  nii-ntr.l  retardation  and  phy:;lcal 
hnndlc.'ips  aliio  cjill  for  liocial  wo/k  a:jt;lst.ince  in  treatnicnt 
plannln'j. 

Caeevork  ccrvici'S.to  fenilics  whc.j  child  abutse  ie  st'spected 
cr  deiormlned.  q 
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ADDcmni  TO  pp. 5..  VI..  tp7:at::!:nt.  Kr.rERi:AT.  ,va)  FOLT^ow-ur.  ■ 

Omit  sentence  that  follows  pcction  VI. e.  on  paj;e  6  which  states  "iRoutinc 
follt)w-iii>  procedures  .is  outlined  in  the  Child  health  Manual  are  to  be  followed 
ill  all  cases". 


f.  Tae  EPSDT  Program  requires  that  routine  follow-up  procedures  be  instituted 
and  carried  out  on  all  riiildren,  including  those  who  lapse  appoincrients  at 
any  age  -  both  routine  return  visit  appointnents,  as  well  as  appointments 
for  any  of  the  tests  and/or  proceduTss  needt.d  to  complete  the  EPSDT  screening. 

The  public  health  nurse  nust  review  records  and  make  decisions  as  to 
tj-pes  of  follow-up  nost  appropriate  in  each  situation  e.g.  telephone  call, 
letter  and/or  home  visit.  Whenever  a  home  visit  for  follow-up  is  requested 
and  the  professional  expertise  of  a  public  health  nurse  is  not  required,  • 
the  request  is  referred  to  outreach  for  home  visit.    This  procedure 
applies  also  to  children  who  lapse  appointment  at  any  age. 

In  the  case  of  elevated  lead  tests  the  follow-up  procedures  as  outlined 
in  this  guideline  on  page  8.  are  to  be  followed. 

In  the  case  of  other  abnormal  laboratory  tests  or  where  12S's  were  not 
returned,  or  where  problems  e>:ist,  the  physician  and  public  health  nurse 
are  to  jointly  c;>i£er  and  decide  on  which  follow-up  is  most  apprcpriate 
in  each  case,  r.g.  telephone  call,  mail  appointment  or  home  visit.  Tlie 
public  health  nurse  may  refer  a  home  visit  to  outreach  worker  on  cases 
that  in  her  judgement  do  not  require  the  professional  expertise  of  a 
public  health  nurse  on  the  home  visit. 

Notation  on  the  date  the  home  visit  was  made,  by  whom,  and  the  outcome 
must  always  be  entered  chronologically  in  the  Child's  History  Record 
(Fom  3K). 

Outreach  assigned  from  District  Office  -  Outreach  returns  home  visit  report 
form  to  District  Nursing  Office.    Report  form  is  sent  to  the  Child  Health 
Station  where  notation  of  the  results  of  the  home  visit  are  to  be  made  in 
Child's  History  Record  (Form  3K)  as  above. 

Outreach  Asslen(jd  dtrectlv  ircn  Child  Health  Station  -  home  visit  report 
form  is  to  be  returned  to  the  Child  Health  Station  by  outreach  worker. 
Notation  of  results  of  the  home  visit  are  to  be  made  by  child  health  station 
staff  in  Child's  History  Record  (I'orm  3K)  as  above. 

T£'^>nMATIO\^S  . 

It  ii.ay  become  necessary  to  tenniiate  records  if  family  has  failed  to  return 
child  for  regular  health  supervision  follo.^ing  telephone  call»  letter  and  hone 
visits. 

When  family  is  known  to  Department  of  V.'clfare,  the  case  worker  should  be 
notifind  about  continuous  lap.ied  appointments,  and  need  for  return  to  health 
supervision. 

After  all  etiorts  have  failed  to  return  child  to  active  health  supervi:uou 
the  clilld  health  records  are  tn  be  rnferred  to  Child  Mealcli  phy.slclan  and/or 
SupcrvlGir.n  I'hyjjlciaa  for  dccli^lon  to  tcruLn.itu  for  non-ac tend. nice.  W-u-re 
problemti  exlHC  with  fai.iily  or  child  there  should  be  further  follow-up  by  the 
public  health  nurse  after  cenalnation.  .(PUN  Home  Vlelt) 
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d.  Follow-'.ip,  outreach  and  home  visiting  in  situations  where 
parental  rcslKtnncc  to  ineciical  rcconimcndations  is  manifest. 
Casework  services  may  be  nceiled  in  response  to  problems  of 
marital  conflict,  alcoliol  and  druj;  abuse,  mental  illnoss 
and  physical  impairments  in  the  family. 

e.  On  a  selective  basis,  parents  who  nay  need  help  in  under- 
standing children  and  copino  more  competently    with  stresses 
in  child-rearing  may  be  invited  to  participate  in  a  small 
group  parent  sducation  process  based  in  the  Health  Center  or 
local  comunity  facility. 

Routine  follow-up  procedures  as  outlined  in  the  Child  Health  Manual  are  to  be 
followed  in  all  cases. 

VII.  HDIATQLOCY  SCRSmKC  TESTS 

FORMS 

Request  forms  will  be  filled  out  by  the  PHA  or  clerk.  Permission 
forms  will  be  filed  in  the  medical  record  in  the  Pediatric  Treatment 
Centers  and  the  permission  stamp  will  be  used  in  the  Child  Health 
Stations  as  already  explained  (See -Page  2.). 

The  request  form  entitled  "New  York  State  and  Kew  York  City  Department 
of  Health  Sickle  Cell  Program"  will  be  used  for  the  micro  lead  screeuing 
test,  the  electrophoresis  and  hematocrit  test. 

Fill  out  forms  so  that  all  copies  are  legible.    The  name  of  the 
Child  Health  Station  or  Pediatric  Treatment  Clinic  must  be  STAI-IPED  on 
all  copies.    Fill  out  a  separate'  form  for  the  micro  lead  screening  and 
one  for  the  hematocrit  and  hemoglobin  electrophoresis  test.    When  a 
hematocrit  test  (and  not  the  hemoglobin  electrophoresis)  is  requested , 
tear  off  the  top  (white)  sheer  of  the  requisition  slip  and  place  it  at 
the  back  of  the  A  or  5  part  form.    Discard  top  carbon  and  wrap  the  tube 
as  below. 

Write  the  child's  name  on  the  plastic  tape  attached  to  the  central 
portion  of  the  cover  of  the  petri  dish  used  for  the  lead  test.  Affix 
a  label  containing  the  patient's  name  to  a  test  tube  which  will  be  used 
as  a  container  for  the  capillary  tubes. 

After  collecting  the  specimens,  wrap  one  of  the  completed  forms  around 
the  test  tube  and  hold  in  jvlace  by  means  of  a  rubber  band. 

The  forms  used  to  identify  the  micro  lead  test  speclmers  need  not  be 
affixed  to  the  petri  dish.    They  will  be  matched  up  in  the  laboratory. 

The  petri  dishes  and  the  test  tubes  bhould  be  placed  in  different 
envelopes  for  ship^acr.t  to  the  l.-tboratory . 
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Tnc  Uccimicinii'u  o  'li  iKindb  r.iust  be  thoroughly  v?8hcd  and  cl  ^.^nsed 
before  handling  tire  cquipir.cnt. 

Use  a  sterile  gaur.c  pad  to  wash  patient's  finger  with  a  solution 
containing  2  percent  citric  acid  in  70%  alcohol.     With  a  wood 
applicator  apply  a  thin  coat  of  collodian.     After  the  coxiodion 
has  dried,  use  a  sterile  disposable  lance  to  puncture  the  finr.cr. 
Tne  purpose  of  the  citric  acid  is  to  chemically  bind  any  contaminating 
lead  which  -.ay  be  present  on  the  finger  tip.     Tlie  collodion  prevents 
contaiaination  by  forning  a  seal  between  blood  and  skin.    N0^«£  OF  TilESE 
STEPS  MAY  BE  0XIT7ED. 

The  amount  of  blood  obtained  must  be  large  enough  to  form  a'  single 
spot  having  a  diasiater  of  at  least  3/8  of  an  inch  when  touched  to 
the  filter  paper.    A  total  of  3  blood  spots  are  required  on  the 
B^joe  piece  of  filter  paper.    Tne  spotii  should  be  no  further  than 
3/4  of  an  inch  froa  the  periphciy  of  the  paper.     Every  precaution 
should  be  taken  to  prevent  contaiaination  of  the  paper  by  dirt  or 
dust.    Tlie  technician  should  not  touch  the  filter  paper  at  any 
area  to  vhich  blood  will  be  applied.     The  filter  paper  containing  the 
3  blood  spots  is  sealed  in  the  petri  dish  in  which  it  was  received 
using  the  attached  sealing  tape. 

Equipment  and  supplies  must  be  protected  at  all  times  from  contairana- 
^ion  by  dust,  etc. 

Or  all  blood  specimens  taken,  thfe  Bureau  of  Laboratories  perfonr.s  a 
screening  FZ?  (irct  eryehrocyuc  porphyrin)  test.    The  nonr;al  rap.~c 
fcr  the  ?E?  test  is  Icso  than  160  nics.%.     Tliere  are  only  two  conditions 
which  give  an  elevated  FE?  result-elevated  blood  load  and  iron  deficient 
anemia.     If  the  EE?  is  elevated,  the  laboratory  will  automatically  do  a 
micro  blood  load  on  the  car.:e  specimen.     If  this  is  nonr^al  (bclou  .0^) 
then  the  child  does  not  have  elevated  blood  lead  but  migiic  have  iron 
deficiency  anemia.     Tnc  FE?  test  is  a  screening  procedure,  not  n  diagno? 
tic    test.     It  is  possible,  therefore,  to  have  an  elevated  FEi'  \;iLl.  a 
normal  blood  lead  and  a  uornuTl  h.imatocrit.     Such  a  case  docs  not  rt-quirt. 
any  follow-up.     Micro  lead  LCJt  results  of  .04  and  above  arc  conin u.:ro(l 
abnonaal  and  v/arrc.nt  follow-up  au  specified  below.     Elevated  i.iic.ro  ic-.-i 
tests,  like  elevated  FEi*  cc:its  are  not  to  be  considered  definitive.  Tui. 
.ilw.tyii  require  a  cont ir..iaLury  vt:nou:i  lead  teat,  as  i;pecificd  l-eloi;. 

Children  with  uvicro  lea.l  tc.'iw.'v  of  .05  iind  .04  shouli;  have  a  repeat 
liiicro  lead  tt-.-'-t  at  the  ti.iu!  of  chi.-  next  visit  or  wic.iin  3  noiicii.'i  - 
whicliover  coi;..»;;  firr.L.     if  t.u:  repeat  uici-o  tftst  is  in  the  Enue  r.iii;;e, 
the  child  i.lioulu  have  a  Vi. uour;  -...u^^lii  drawn. 

Tne  laboratory  will  tcl('>,i;...i»'  an. I  Hiih..i'»;ii<'ntly  mail  nil  micro 
test  ie:iulL:;  of  .uii  u^'  uvii-  t.i  ^hc  if^-.tricL  Iiupervi.i lii^;  :iu».;.<.'.  '.ii'.- 
l.ib  wLli  lu^il  to  c-ch  Ci.ilu  .c.ltJi  .'itatic-a  all  rcuultt;  on  te;;c:i  t!i..l 
are  ^.eus  tiian  .OG  ai>u/or  havt:  an  lEl'  only. 


12 


1^3  <^ 

-  6  - 


Tlic  followinj;  follow-up  procedures  will  api»?y  to  all  micro 
lead  tests  of  .06  and  above; 

The  District  Supervising  Nurse  will  notify  the  Child 
Health  Scation  irmcdiatcly  and  a  telephone  call  will 
be  made  to  the  parent  where  possible.     The  parent  will 
be  given  an  appointment  for  ci  venous  lead  test  at  the 
nearest  .available  drawing  point.     If  the  parent  cannot 
be  reached  by  telephone,  the  District  Supervising  Nurse 
vlll  contact  the  outreach  supervisor  who  will  assign  the 
case  to  an  outreach  worker  for  a  home  visit  within  24 
hours.    Again  the  parent  will  be  given  an  appointment' 
for  a  venous  lead  test  at  the  nearest  available  drawing 
point.  t 

In  Child  Health  Stations  where  there  is  an  assigned  outreach 
worker,  the  Public  Health  Nurse  in  the  Child  Health  Station 
may  assign  that  outreach  worker  directly  instead  of  the 
above.     In  these  stations  the  r.urse  will  keep  an  updated 
list  of  children  with  micro  leads  of  .06  and  over  with  the 
status  of  follow-up.  ' 

In  all  cases,  -the  child  is  to  have  a  venous  t^st  within 
3  days  of  when  the  micro  test  was  reported  to . thti  district 
by  the  lab. 

In  sr'me  districts  it  may  be  possible  to  send  a  technician  to 
the  heme  with  the  outreacn  worker  to  take  the  venous  lead. 

In  all  cases,  the  outreach  supervisor  mus;  have  an  updated 
list  of  children  with  micro  leads  of  .06  and  over  for 
whom  appointments  for  venous  leids  were  made,  as  well  as 
the  dates  of  these  appr intments  and  their  outcome. 

When  the  appointment  for  the  venous  If  ^d  is  not  kept,  the 
outreach  supervisor  must  arrange  for  :;«e  venous  test  to  be 
done  within  2A  hours  of  the  broken  appointment  -  either 
arranging  a  revisit  by  an  outreach  worker,  sending  a  technician 
to  the  home  or  referring  to  the  DSN  frr  a  home  visit  by  a 
Public  Health  Nurse. 
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B.    iir.xoci.nnTN'  nT,FCTnoi'i:nRi:sTS  A?;n  hematgcktt 

If  the  blood  flow  iroin  tlic  initial  pimcmrr  is  adiMni.iti',  t.ikc  two 
full  iii:|>arin i/od  Ciijiillary  tu'Dcs  from  c.ich  pntient.     Seal  tliri 
tubes  at  one  end  only.     If  the  blood  flow  is  noc  adequate,  a  cccond 
finger  puncture  ia  indicated.     However,  for  the  electrophoresiis 
and  hematocrit  the  use  of  collodion  is  not  required.  Place 
capillary  tubes  in  the  labeled  test  tube  and  refrigerate. 

Hematocrit  values  33%  and  above'  in  both  infants  and  preschoolers  are 
considered  normal.  Any  infant  or  preschooler  with  an  hematocrit 
be^ow  this  level  should  be  recalled  and  seen  by  the  physician  or  PNA 
for  a  decision  as'  to  treatment  and  follow-up  plan,  or  referral  to  a 
treatment  agency.    Mild  uncomplicated  iron  deficiency  aneraj.a  should  as  a 
rule  be  treated  and  followed-up  in  all  Child  Health  Stations  and 
Pediatric  Treatment  Clinics  by  either  dispensing  the  medication  or  a 
prescription  as  follows:   -  - 

A-6  mg  elemental  iron/Kg. /day .Fer-in-sol  contains 

15  mg.  iron/0. 6cc.    Thus  for  a  lOKg.   (22  pounds) 

child  2cc/day  or  0.6cc  t.i.d.    For  a  20  Kg.   (4A  lb.)  child 

Acc/day  or  1.2cc  t.i.d. 

In  those  clinics  where  Fer-in-sal  is  not  routinely  stocked  the  parent 
should  be  given  a  prescription. 

The  child  should  be  givpn  a  return  appointment  to  have  a  repeat 
hematocrit  af-ter  one  month  cf  treatment.     In  Pediatric  Treatment  Clinics 
a  smear,  hemoglobin,  and  reticulocyte  count  should  be  done  also  after  one 
month  of  treatment.    An  elevation  in  the  reticul'-cyce  count  to  3-6% 
indicates  adequate  iron  absorption.     Tne  parent  shoulo  be  instructed  to 
bring  the  child  back  sooner  if  he  does  not  tolerate  the  medication. 

When  reports  of  the  repeat  hematocrit  are  returned  and  the  value  still 
below  33%  or  indicate    minimal  response,  the  child  s'.iould  be  recalled. 
If  a  physical  examination  at  this  time  is  normal,  tveatment  should 
■be  continued  and  the  hematocrit  repeated  in  another  A  weeks.     If  at 
that  time  the  hematocrit  is  normal  discontinue  the  iron  therapy  and  reche 
the  hematocrit  in  6  months.     If,  after  8  weeks  of  iron  therapy,  the 
hematocrit  remains  below  33%,  the  child  should  be  referred  to  an  outside 
treatment  agency  for  complete  evaluation. 

The  following  is  a  guide  to  the  interpretation  and  follow-up  of  hemoglobi 
electrophoresis  results: 

There  are  approximately  110  known  variants  of  hemoRlobin.     Hccause  of 
the  complex  structure  of  the  liomoglobin  molecule,  innumerable  variations, 
not  yet  discovered  are  possible.     The  abnormalities  originate  in  three 
different  ways: 

1.  By  tho  production  of  an  abnormal  protein  molecule. 
Sickle  and  C  hi-moj-.iobinc (S  and  C)are  examples. 

2.  By  the  reduction  In  the  amount  of  normal  protein 
produced.    Tlie  ThalaswitmlHu  are  examplf.a. 

3.  By  a  developmental  anomalies.    Fetal  (F)  hemoglobin 
pdcslstenc^  is  an  example. 
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Since  these  nhnormnliLies  arc  inherited      an  individual  mav  receive  them 
from  both  parents   (homoTiyrous)  or  from  nnlv  one  (lictcro-ycoiis) .  A 
person  horio;:y;;uus  for  an  .ibn  j  rr:.i  I  hciiiojunii  i:i   (c.c,.,   S-S)  n.iv  fxhihit 
profound  clinical  bymptous ,  while  the  ..eterozygous  state  CA-S)  is  usually 
eynptom  free. 

Screening  procedures  presently  available  at  the  Health  Department  labora- 
tory can  identify  only  thosp.  he;7.oglobin  variants  most  commonly  found. 

Following  is  a  list  of  those  laboratory  reports  most  likely  to  be  encount 
ered  and  a  guide  to  their  interpretation:*** 

Negative:       A  report  of  negative  (A-A  hemoglobin)  indicates 

that  the  individual  is  homozygous  for  normal  adult 
hemoglobin.    Moreover,  he  will  never  develop  sickle 
or  any  other  abnormal  hemoglobin.  ' 

*AS:  Heterozygous  for  hemoglobin  S.    This  is  the  sickle 

trait  and  is  almost  always  asymptomatic . 

*AC:  Heterozygous  for  hesioglobin  C.  Symptom  free. 

*AD:  Heterozygous  for  hemoglobin  D.  Symptom  free. 

^♦AF:  Heterozygous  for  hemoglobin  F  (fetal  Hgb) .    May  be 

thalassemia. 


**SS:  Homozygous  for  hemoglotin  S.     This  is  sickle  ceil 

disease,  (also  called  sickle  cell  ane:iia) . 

**CC:  Homozygous  for  hemoglobin  C.    These  persons  nay 

develop  hemolytic  anemia. 

« 

**SC:  Heterozygous  for  both  sickle  hemoglobin  and  hemoglobin 

This  is  SC  disease  and  these  individuals  may  pres:;nt  a 
clinical  picture  similar  to  SS  sickle  cell  disease. 

**SA:  These  are  heterozygotes ,  but  the  position  of  thn  lettej 

indicates  that  there  is  more  abnormal  than  noiirial  hemo- 
globin present.     These  may  be  S  oi-  C  thalasecnias . 
Further  work-up.  Including  family  study,  is  indicated. 

Patient;;  with  sic!:le  trnir  and  those  who  arc  hetorozygous  for  C  or  D  should  have  othn: 
family  mombers  scroc-ned  if  this  has  not  already  been  done.  Refer  preschoolers  to  the 
CllS  and  ».  dor  children  and  adults  to  the  District  Sickle  Cell  Screuiiin^  Clinic  for  th 
Refer  all     parents  of  these  children  to  -pn^  for  counseling.  Educational  riateri.i.' 

for  this  rpose  is  available  froii.  Dr..  Donna  O'llare,  Asst.  Comm.  for  Maternal  £■  Child 
Health  S.m    .ces.  Tel.  566-8132. 

.*  • 

Th'_!si'  pa.ii.ncB  will   ri'ijuiri-  furtlier  study  and  should  he  referred  to  a  Dureau  for  Hand. 
cai)i>ed  Cliildren  approvt-d  h»-Matcio^y  clinic   (where  possible)  for  additional  atudy  or 
treatment,    lamlly  meiubtirii  require  r^-terral  for  screening  as  above. 


*  This  and  pri'.cfdinj4  Inforr.atlon  on  liemor'.lobla  eli^ctrophorfislfl  Is  based  on  ui.ii  <.r i.il  In 
the  Laboriicory  Manual  for  hemoglobinopathy  Detection  of  the  U.S.  Dept.  of.  hi-i*',  prcjiar. 
by  Dr.  Robert  H.  Schmidt,  anl  on  material  from  "Clinical  Hematology"  by  N,  M.  Wlnrrobi 
Fifth  Edition. 

i'i 
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RECO?J)IJ.'G  -  E.^ch  hcnatolccy  test  done  niur^t  be  entered  by  name  ol'  tent 
and  dntc,  IL\Cii  CM  A  r.WAlUai:  LIME  under  "OLher  Lnbor.itnry 
Tests"  on  the  Ciiild's  Illstory  Record  (Korni  3K) .  A  copv  i<\ 
the  rest  re:;ult3  will  be  forwarded  by  the  liibornUory  to 
twc  Ciiiid  llenlch  Station  where  results  of  cncb  tc1i;t  will 
be  entered  next  to  the  above  entry  for  each  speciiic  test. 

t 

At  th.-t  tine  of  the  next  visit,  HD/Pi\'A/rill^  infonriH  parent 
of  noruial  test  results^,  interprets  findinss  if  nctessary 

 and  enters  cost  rcsujlts.of  specific  test  ard  date  on  child's 

xsaunization  book  under  "Other"  on  inside  of  back  cover. 

STOR.A.GE  &  -  All  specir.Lns  cust  be  rpf rigeratcd  pf  ucr  collection.  Tiie 
DZLIVTFvY       District  Managers  will  arrange  for  pick-up  and  c'~livexy 

of  speciziens  to  the  laboratory  on  a  daily  basis.    The  only 
exception  if  for  tests  done  in  Friday  sessions  which  will, 
be  picked  up  on  Monday.    Wien  arrangements  a.e  made  for 
delivery  of  speciaers  Lo  the  health  rfficer,  specimens 
mist  be  put  in  the  Sc--3e  reFrigerator  in  the  health  center 
where  district  lead  specimens  are  stored. 

SDPiT^IES  -   .-Ml  requisition  fores  and  laboratory  supplies  required 

for  this  progran  will  be  sent  to  the  districts  in  a  combine*! 
packet  fron  Bureau  of  Laboratories.    All  clinics  should 
request  supplies  at  least  1  nonth  in  advance  from  the 
District  Marager  who  in  turn  should  send  ■a  written  request 
(oa  Bureau  of  Labs  E?SDT  request  form)  to  Bureau  of  Labs. 


VII I.  sc?sr.:ii:G  i?.im/j:."sis  j 

All  toilet  trained  toddlerr.  are  to  rave  a  screening  urinalysis  which  is 
to  02  repealed  yearly.    A  "dip  sticV. '  test  for  albur.in  Ph,  glucose  and 
occult  blocd  is  to  be  used.    In  pediatric  treatment  clinics  vhere 
lacori'tory  equipment  ar^d  technicians  are  available,  a  specific  gravity 
test  ai^d  microscopic  e;:aaination  of  the  urine  are  also  to  be  doize  cr>  all 
toilet  trained  children. 

Children  with  a  trace  '^r  1  +  protein  nust  have  the  :;est  repeated  on  a 
5resa    "clean"  specimen.    lu  such  cases,  the  parent  should  be  instructed 
to  wash  tha  child's  urethral  area  with  tap  \.ater  or  with  mild  soap  and 
water,  followed  by  rinsing  with  plair  water  imi'^diately  before  hcvin^j  the 
child  void  into  the  container.    C'nildrcn  with  continued  proteinuria  on 
this  "clean"  spccinen,  as  well  as  those  with  2  +  proteinuria  or  ov-t  on 
the  ir.itial  specir:en,  cust  be  refcrrad  for  further  work-up.  Children 
with  any  ar;ount  of  glycosuria  should  also  be  referred  lor  work-up. 

If  t'ncre  is  any  reason  to  sucpect  the  presence  of  a  urinary  tract 
infection,    tr.e  cnild  s'.iould  be  referred  to  a  ncf.pii..-'l  for  a  couipiete  . 
urine  cluture. 
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Results  of  ecrcenin,",  urinalysis  and  all 
recorded  undrr  "Other  Laboi-'torv  Tests" 
(F<^ra  3K) ,  by  date  and  narc  aid  results 

VISION  SCREENING 


other  urin'^  tests  arc  co  be 

on  tlie  Child's  Hi£:cory  Record 

of  specific  screen:  -^  tests  'Jcno, 


Although  fomai  vision  testi.ns  viil  nor  be  donf  routinely  before  3  yc-ars 
of  age,  the  following  proceaures  are  to  be  utilized  on  all  ii.iantr  and 
pre-schoolers: 

(1)  The  medical  history  should  include  history  of  my 
eye  problea  in  the  fpmily  as  wejl  as  previous  or 
present      »  conditions/problems.  j 

(2)  Observation  of  the  infant's/child's  reaction  to  an  i 
object  0-?  interest  such  as  a  light  or  a  familia'^  ' 
toy  can  be  used  as  indication  of  visicr. .    Thii-  ic 
checked  separately  for  each  eye. 

(3)  Motility  screening  tests  should  include: 

(a)  gross  inspection  of  the  eyes  to 
dctersiine  the  presence  of  any  obvious 
strabismus. 

(b)  observatio-:  of  the  position  of  the 
corneal  reflection  in  each  eye  vhen 

a  light  is  used  as  a  f.-bcation  target. 

(c)  the  "cover  test"  Co  determine  any  mcvejnent 
to  assuae  fixation  on  a  target  h^ld  by  the 
exaninar  when  first  one  eye  is  covered  and 
then  the  other  eye.    This  test  is  especiallv 
valuable  in  patients  with  a  saall  amount  c*" 
deviation  i.ot  observer:  grossly.    This  snaLl 
deviation  can  be  noted  in  the-  noveiaeiit  of  the 
deviated  eye  to  fi;:ate  airectly  on  the  target 
when  the  opposite  eye  is  covered. 

A*:  3  years  of  r.ce  and  over  a  screening  visual  acuity  te.>t  for  distance 
is  to  be  performed.    This  is  to  be  repp='ted  yearly.    The  iliitera..e  "£"  Cane 
(Snellen  Test)  or  a  series  of  pictures  of  familiar  objects  (umbrella,  cppJe, 
house,  in  gruded  sizes)  is  to  be  used. 

For  r,o>!:plete  description  or  Snellen  Test  technique  refer  to  previous 
service  orders  by  the  Bureau  of  Child  Lealth  on  vision  testinf.  nnd 
"A  Guide  for  Eye  Inspection  ^md  Testing  Visual  Acuity  ot  Preschocl 
Children."  available  froni  the  National  Society  for  the  Prevention  of 
Blindness.  Inc..  79  >tadison  Avenue,  ^ew  YOi-k,  N.Y.  10016. 
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Note  that  Snellen  10-ft  chart  ciay  be  used  in  clinics  without  a  20-ft 
space  for  testing.  ! 

Tcutin.",  arra  must  be  reasonably  quiet  and  free  f  Lstraction.     The  eye 

chart  must  be  i. luminatcd  adequately  and  so  plac.     .  i  testing  area  that  an 
average  sized  child's  eye  will  be  level  with  the  Jw-ft  line. 

At  3  years  of  ar,e  nnd  over  a  test  for  stcrcopsis  (depth  perception^ the 
so-called  "Fly  Test"  must  be  done  in  addition  to  the  visual  acuity  test  and 
repeated  yearly.    For  a  couiplete  description  of  this  test  see  the  booklet 
called  "Stereo  Tests"  by  Titnus  Optical  Co.,  Inc.,  Petersburg,  Virginia  23603. 
This  booklet  is  contained  in  the  vision  screening  packet  supplied  to  each 
Child  Health  Station  and  Pediatric  Treatcent  Clinic. 

Occasionally  thers  are  3-year  olds  who  "do  not  seem  to  understand"  the 
screener  and  cannot  therefore  be  conditioned  sufficiently  for  reliable 
testing.     When  this  occurs  the  ?HA  must  confer  with  the  PHN  who  will  decide 
whether  the  child  is  "at  risk"  for  a  visual  abnormality  and  if  so  refer  to  a 
treatment  agency.    Children  determined  not  to  be  "at  risk"  will  be  returned 
to  the  CHS  in  a  few  months  for  the  vision  test.    In  all  cases  where  the 
vision  test  could  not  be  done  -  regardless  of  reason  -  a  dated  note  must  be 
entered  on  Child's  Medical  Record  (Fora  3K)  under  "Vision  Screening" 
stating  reason  why  test  was  not  done  and  signed  by  the  PHA. 

At  age  5  vears  and  over  near  vision  is  also  to  be  tested  by  use  of  the 
"Rosenbaua  Pocket  Vision  Screener"  which  has  already  been  provided  <£o  each 
Child  Health  Station  and  Pediatric  Treatment  Clinic.    Additional  supplies  of 
the  pocket  screener  if  needed  can  be  obtained  free  of  charge  from: 

SMP  Division,  Cooper  Laboratory  (PR)  Inc. 

P.O.  Box  367 

San  German,  Puerto  Rico  C0753 
The  sasie  technique  in  covering  the  eyes  is  followed  as  for  the  distance _ 
Snellen  Test  with  the  exception  that  for  the  near  vision  test  the  card  is  held 
12  -  14  inches  from  the  child's  face. 

The  following  criteria  should  be  used  for  referral  of  infants  and  preschool 
children  for  complete  opthalmologic  evaluation: 

(1)  All  infants  with  ?  significant  history  and/or  abnormal 
findings  on  physical  examination  of  the  eyes. 

(2)  All  children  who  consistently  present  any  of  the  signs  of 
possible  visual  disturbances,  regardless  of  visual  acuity. 

(3)  All  children  with  acuirv  test  results  (near  or  distant  test) 

according  to  ayeaa  follows: 

(a)  3  year  olds  \;ith  visual  acuity  of  20/50  or  less. 

(b)  A,  5  and  over  year  olds  with  visual  acuity  of  20/AO 
or  less. 

(c)  children  wlio  show  a  cne  line  or  more  difference  betwf-on 
the  2  eyes  cvca  wit'.i  passing  fitaudards.e.};. ,   usiiij;  the 
isolated  i:,   rinhc  eye  Le.sLs  20/JO,   leiL  eye  20/20. 

(d)  testlni;  by  Lin-  linear  method  (coupleiie  line)  a  iwn  line 
difference  beiween  each  eye,  e.g.,  right  eye  20/AO, 
left  eye  20/20. 

(A)  AH  childr.-n  who  tall  ro  In.ilcate  chreo  dimensional  vision  for 
each  of  the  three  animals  on  tho  etereopeia  test  (Fly  Teat). 

/6 
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Whenever  possible,  children  rcquirinr,  referral  should  be  referred  to  a 
Dcp.jrcmont  of  Ho.ilLii  I'.yc  Clinic  or  lUiroau  for  Handicapped  Childrrn  approval  • 
:  center  for  Eye  Conditions. 

All  vision  tests  done  are  to  be  recorded  under  "Vision  Screening"  on  Child's 
Medical  Record  (Form  3K)  by  date,  name  of  partio-Jar  vision  test  done  and  its  rc3u 

Initial  supplies  for  all  vision  screening  tests  have  been  purchased  and 
distributed  by  central  office  -  one  packet  to  each  Child  Health  Station. 
Particular  care  must  be  taken  with  the  glasses  supplied  in  the  stereo  test 
kit.    It  is  the  responsibility  of  Child  Health  Station  staff  to  notify  the 
District  Health  Manager  when  any  item  is  lost,  broken,  etc.    The  Districts 
will  be  responsible  for  the  care  of  the  vision  testing  materials  and  for 
their  replacement  should  this  be  necessary. 


X.      AtolOMETRIC  SCREENING 

Although  fornal  audiometric  testing  will  not  Le  routinely  done  on  infants  and 
children  under  3  years  of  age,  the  foll'ovring  points  in  the  medical  history  are 
of  great  importance  in  all  infants  and  children  in  order  to  delineate  the  possi- 
bly hard  of  hearing  infant  or  child  at  the  earliest  possible  time: 


High  risk  group  for  hearing  loss  by  history:  prenatal  history 
of  toxemia,  rubella,  eclampsia,"  Rh  incompatibility;  perinatal 
history  of  marked  prematurity,  anoxia,  jaundice,  meningitis, 
encephalitis,  sepsis,  seizures;  exposure  of  mother  to  ototoxic 
drugs  (streptomycin,  kananycin,  neomycin,  quinine) j  family  history 
of  deafness;  history  of  frequent  ear  infections  or  hearing  loss. 

Age-specific  questions  to  be  elicited  for  possible  hearing  problem 
are: 

0  -  1-year  old 

Does  he  respond  to  sound  from  another  room  or  when  spoken  to 
from  out  of  sight? 

Does  he  imitate  his  sound  or  other  sound? 

Does  he  wake  up  when  you  walk  into  the  room? 

Docs  he  respond  to  outside  sounds  when  in  the  carriage? 

Docs  ho  always  watch  your  face  when  you  are  speaking  to  him? 

Does  lie  stop  cryinji-'whcn  you  talk  to  him? 

Has  he  stopped  babbling  and  not  started  talking  to  him-eli'? 
Docs  he  respond  to  an  uns.ecn  source  of  sound,  e.g.,  wrist  watch? 

1-2  years  old  * 

Slnj'.le  wordii  at  one  yoar  old  and  3-word  phrases  at  2  years  old? 
Do  you  think  the  child  hcarw? 

How  does  the  child  tell  you  wliat  he  wants?    Gestures  or  bpeech? 

Docs  the  child  talk  with  hin..-.elt  wailo  ;>layln>;?    Does  he  uae  lauKhti-r? 

Does  he  respond  to  the  telephone  ringin^j? 
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2  ycnrr,  olfi  nnn  oU'irr 

Does  he  turn  Lhe  television  aound  up? 

Does  his  hearinf;  fluctuate  -  particularly  with  colds? 

Do  you  think  he  hears? 

How  does  he  tell  you  what  he  wants?  Gestures  or  speech? 

Physical  examination  including  otoscopic,  oral  phar/nx  and  nasal  passanes 
and -a  gross  test  for  hearing  are  to  be  done  on  all  infants  and  children 
as  part  of  every  routine  physical  exam,  a  description  of  findings,  both 
positive  and  negative  cust  be  included  in  the  clinicians  write-up  of  the 
physical  examination.  i 

At  ane  3  yoars  and  above  a  yearly  audiometric  scrceninR  examination!  is  to 
^e  done.    Tne  sweep  test  is  to  be  performed  at  the  following  frequencies: 
1000,  2000,  AOOO  and  6000  Herts.    Children  who  fail  the  sweep  test  are  to  be 
given  a  threshold  test  by  the  audiologist  or  under  the  supervising  atidiologist's 
irect  supervision  following  the  sweep  test.     In  addition,  all  children  age  3 
nd  above  who  have_  a  history  of  hearing  difficulties,  speech  or  language 
problems,  learning  disabilities  or  enotional  difficulties  must  receive  a  , 
threshold  test  by  the.  supervising  audiplogist. 

The  PKA  should  check  the  audiometer  periodically  by  doing  a  sweep  test  on 
a  young  adult  with  normal  hearing  or  by  determing  her  own  threshold. 

A.    Sweep  Test  (Pure  Tone) 

Seat  the  child  being  tested  so  that  he  faces  Tllk  but  cannot 
see  the  dials  of  the  audicr.eter  or  watch  the  movements  of  the 
■  tester.    It  is  important  for  the  PKA  to  see  the  child's  face 
in  order  to  study  his  reactions. 

Place  the  receiver  of  the  audiometer  carefully  over  the  child's 
ear  so  that  the  opening  in  the  receiver  is  lined  up  directly 
with  the  opening  of  the  ear  canal.    Have  the  child  remove 
glasses,  hair  ornaments  or  any  other  obstructions  that  might 
come  between  the  .receiver  opening  and  the  ear  canal.  TIic 
right  receiver  should  be  placed  on  the  right  ear,  the  left 
receiver  on  the  left  ear.    Tne  child  should  not  press  or  hold 
the  earphones  against  the  ears. 

The  tone  control  swLtcii  is  kept  in  the  nor..ially  "off"  po:;ii:lon 
in  order  to  docroasu  zhv  po.sr.ibility  of  extraneous  dial  cUcks 
being  hoard  byvch<!  child.     After  shifting  from  one  frcr,unncy 
to  the  next,  delivu-r  cnch  tone  in  a  fiini^le  "spurt,"  and  o;j:;crve. 
the  child's  reaction  to  determine  whether  _pr  not  his  response 
corrcspondii  witii  "Uo  delivery  of  the  tuna.  • 

Delivery  of  tU-^  to.u*  :.hould  bu  <lo].-i7id  or  varied  oo  that  it  la 
certain  cliat  the  child  i:.  hc.irin;;  wIkju  he  fiaya  lie  in.  Pl.iy 
responses  can  be  uiied,  e.;;.,  having  the  child  use  an  ink  pad 
and  atar..p  on  paper  whuti  he  hua/a  tiie  aound. 


! 
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It  Is  expected  that  n  crrr;>Ln  iitir.ibcr  of  3-ycar  olds 

c.iiinot  Ik"  ru:u;LL;.-.i  .;  v/iLii  cnoiir.li  certainty  to  proceed  • 

with  Llic  tc'it.     In  LiiLS  situation,  tlic  PHA  should  rotor 

the  child  to  the  supervising  audiolopist  for  testing. 

In  all  cases  where  the  audiometer  test  could  not  be 

done  -  regardless  of  reason  -  a  note  must  be  entered  by 

date  under  "0;;bcr  Tests"  on  Child's  Medical  Record 

(Form  3K)  by  date,  stating  reason  why  test  was  not  done  and 

signed  by  the  FHA. 

The  procedure  for  the  sweep  test  is  as  follows: 

1.    Start  with  the  right  ear  at  the  test  fequency  of 

1000  Hz.    Introduce  the  tone  at  a  sufficiently  i 
high  intensity  (i.e.,  50  db  1969-A2;SI)  so  that  the 
child  can  experience  the  tone  without  strain  or 
effort  and  learn  the  sounds  for  which  he  is  to 
I  listen. 

I  2.    Decrease  the  intensity  to  the  25  decibel  level. 

Maintain  this  decibel  level  throughout  the  test. 

3.  Test  the  responses  at  the  1000,  2000,  AOOO  and  6000  Hz 
(frequencies) . 

4.  Recheck  the  1000  frequency  again. 

5.  Follow  the  same  procedure  for  testing  the  left  ear. 

6.  Record  test  results  under  "Other  Tests"  on  page  3  of  Child's 
Medical  Record  (Forn  3K).    Failures  must  also  be 

recorded  on  Hearing  Test  Worksheet,  Part  1.  Sweep  Test(BKC  Forn  51 

7.  Earphones  should  be  cleaned  in  between  tests  by 
wiping  (not  spraying)  with  zephyrin  chloride 

^         '       aqueous  solution  1:750. 

8.  Turn  off  the  audiometer  when  not  in  use. 

If  a  child  fails  to  hear  one  or  more  of  the  test  frequencies 
.in  either  or  both  ears,  he  has  failed  the  screening  test 
and  should  be  given  an  appointment  to  return  for  a  threshold 
test  by  the  supervising  audiologist. 

B.    Threshold  Test   (Pure  Tone)  . 

It  is  advisable  to  test  the  child's  right  ear  first,  beginning 
at  the  test  frequency  1000  Hz.    After  the  child's  hearing  threshold 
for  this  test  frequency  is  determined,  proceed  to  obtain  his  hearing 
threshold  for  the  ren.iiining  progres.sively  hij:;aer  test  f retjucncies 
(2000,  AOOO,  and  6000  Hz).    \^en  this  is  completed, '  retest  the 
child's  hearing  acuity  in  the  right  ear  at  the  test  frequency  1000  Hz. 
Follow  the  saiae  test  procedure  to  obtain  the  hearing  threshold;!  for 
the  child's  left  car.    The  threshold  for  each  of  the  various  ;est 
frequencies  is  dcturiiiined  as  follows: 

*CHC  Form  515  is  supplied  by  supervising  audtoloijlst'a  and  the  Bureau  for  Handicapped 
Children. 
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1.     Present  the  test  tonos  nt  the  50  decibel  level.     If  the'' 
tones  are  not  heard  at  thia  level,  in<-rr;isc  the  intcnsii;^- 
in  10  docibol  .•:C«';>r.  uiVL  il  liu<.  ciiil<l  riv;piiii."j;  to  the  r>o\nu\. 
Keep  the  tone  -control  switch  in  the  normally  "off"  por.it'{Lon 
in  order  to  decrease  the  possibility  o£  extraneous  dial 
clicks  being  heard  by  the  child. 

2*    Decrease  the  intensity  of  the  tone  in  10  decibel  steps 
until  the  child  indicates  that  the  tone  is  nof  heard. 

3.  Increase  the  intensity  of  the  tone  in  5  decibel  steps 
until  the  child  indicates  that  the  tone  is  heard  again.  ' 

4.  Repeat  this  threshold-seeking  maneuver  until  you  obtain 
.identical  response  at  least  50  percent  of  the  time.  The 

response  received  will  be  the  child's  threshold  of  hearing. 

5.  Record  the  threshold  values  for  each  test  fequency  on  the 
■  child's.  Hearing  Testing  Worksheet  (BHC  Form  515).  If 

consistent  responses  cannot  be  obtained  for  a  given  frequency, 
obtain  the  thresholds  and  complete  the  audiogram  for  the 
other  frequencies,  then  return  to  the  frequency  that  gave 
the  difficulty.    If  the  acuity  of  the  ear  first  tested  shows 
a  significant  loss,  refist  this  ear  after  the  test  has  been 
completed  on  the  other  ear.    When  administering  this,  test, 
avoid  presenting  the  tones  in  rhythmic  sequences  and  take         .  ' 
into  consideration  the  reaction  time  of  the  child  being 
tested. 

6.  Turn  off  the  audiometer  when  not  in  use. 

7.  Earphones  should  be  cleaned  in  between  tests  by  wiping 

(not  spraying)  with  zephyrin  chloride  aqueons  solvition  1:750) 

8.  Record  fact  that  threshold  test  was  done,  general  result 
(pass/fail),  date  and  name  of  tester  under  "Other  Tests"  on  page  3 
of  Child's  Xedical  Record  (Form  3K). 

Referral  to  an  approved  Speech  and  Hearing  center  for  complete  evaluation 
oust  be  made  for: 

1.  all  infants  and  children  on  whom  a  reasonable  suspicion  of  hearing 
■  loss  and/or  speech  problems  exist  following  a  history  and  physical 

examination  as  outlined  above. 

2.  all  children  age  3  or  over  on  whom  the  threshold  test  shows  a  hearing. 
loss  of  25  db  or  more  (1959-ANSI)  in  the  same  ear  for  one  or  more 
frequencies . 

Training  sessions  for  PHA's  in  audiometric  testing  procedures  have  already  been 
conducted.    Assessment  of  the  testing  techniques  of  each  Individual  PiL\  will  be 
the  ongoing  responaibility  of  the  supervising  audiologist. 

Supervising  audiologists will'' also  be  responsible  for  visiting  each  CHS  within 
cheir  jurisdiction,  asseii.snii'nc  of  chu  individual  CWS  concerning  its  pliysicnl 
environment  in  reiatlon  to  sound  lovcls  and  tL-sting  capabilities,  giving 
advice  to  e..ih  district  ri;;;.ird Lu!;  Ci'stin}-.  capabilities  and  necessary  logLstical 
ch.mgus  in  t    zh  Child  HiMlth  Si  tcloa,  ia.ikia);  onnoing  asKos.snwnts  of  the  amiiomc- 
ters  in  relation  co  chi^ir  yurvicu  and  calibration,  dtivcloping  traiuinj.;  !ic;:.;ilons 
for  other  diiitrict  pcriJonnd  aij  indicacird,  attendiii«  each  Child  Health  Station 
during  a  screening  se^ision  at  least  once  every  two  wecku. 


7-  »™rw.'<'^'',*W'W?jC,  l^iWyf!^ 
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The  supervising  audioloclst  will  alr.o  bo  r.'r.i»nnsi  nl.»  for  doinp.  all  CluTbhold 
teHts,  or  directly  supervising  tlur  I'!IA  doinp  Clio  Chro<=:i.oid  test.     Nrcd  will 
arise  CO  have  tlic  .Miptirvisin;-.  .uul  ioio:  ;:l  do  tlu'  r-'pot  to?  r  inf.  on  si-mc  - 
children  who  initially  failed  or  who  were  unCest.iblc  because  of  conditioning 
problems.     In  all  these  cases,  the  testing  by  the  audiologisc  will  have  to 
be  done  at  the  tine  of  a  scheduled  revisit  appointment  for  the  child. 

All  supervising  audiologists  will  report  directly  to  the  Bureau  for 
Handicapped  Children  for  ongoing  supervision  and  for  administrative  functions. 

Supervising  audiologists  will  be  responsible  for  assuring  that  audiometric 
testing    procedures  in  the  Guidelines  for  the  EPSDT  are  adhered  to,  in  a 
satisfactory  fashion.    Tney  will  be  expected  to  foster  communication  between 
the  districts,  the  Hearing  and  Speech  Centers  and  the  Bureau  for  Handicapped 
Children  and  Child  Health  regarding  nainteuance  of  standards.  I 

Audiometers  have  already  been  purchased  and  delivered,  one  for  each  Child 

Health  Station.     If  this  equipment  is  unusable   or  breaks,  the  respective 

supervising  audiolcgist  or  the  Bureau  for  Handicapped  Children  should  be 
notified  at  once. 

32  /    STATISTICS  AND  RECORDING 

Certain  statistical  counts  must  be  supplied  to  the  state  as  part  of  the 
EPSDT  Program  and  will  be  described  in  separate  service  orders,  issued  as 
required.    Wherever  possible  the  specific  items  will  be  incorporated  into 
on-going  child  health  statistics.    VThen  necessary,  separate  forms  will  be 
issued  by  the  Bureau  of  Child  Health  to  facilitate  data  collection. 

Since  the  periodicity  of  EPSDT  examinations  is  age-deterruined  and  coincides 
vdth  the  visit  schedule  for  preventive  health  care,  it  will  be  essential  that 
when  an  EPSDT  examination  is  complete  this  fact  be  noted  in  the  clinical 
record.    Therefore,  a  dated  notation  "EPSDT  CO:i?LETED"  must  be  entered  in  red  ink 
the  weight  column  on  the  3KI  every  time  an  EPSDT  examination  is  completed. 
Note  that. when  laboratory  tests  are  part  of  such  an  individual  examination, 
the  EPSDT  screening  is  not  completed  until  test  results  are  returned  from 
the  laboratory.and  recorded  in  the  clinical  record. 

This  includes  tine  test  readings  which  must  be  done  and  recorded  in  the 
record  to  constitute  a  complete  EPSDT  examination. 
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APPENDIX  B 
PROJECT  DATA  COLLECTION  FORMS 
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Child's  Name_ 
4  Address 


EPSDT   -   REGISTRATION  SHEET 

Card  Type-CHS 


Cl-3) 


Zip  Code 


Telephone_ 


Dace 

CHILD  'S ; 
Sex 


(4-9) 


Referred  hy; 
Nevspzper  Ad  1 
Radio/TV  Notice  2 
Mailed  Flyer  3 
Recerc.  Sice  4 
Other  Agency  (specify) 
Other  (specify) 


Lector  Notice  5 
Hallc-ln  6 
Welfare  Worke-r  7 
Netghbor  8 


F-2  iZ]^^°^ 
Project  Sc.l    i    1   (  1(11-14) 


(15-20) 


□zr 


Months  on  Medicaid  |  j 

Peferred  By:  j  | 

Naw  to  P.T.C.? 


(32-33) 


(34) 
□  (35) 


( 36-38  ) 


Birthdate 
Medicaid 

Number   

(21-31). 
Transportation  to  CHS: 
Own  Car  1 

Walk  2  ,  , 

Bus/Subway  3  |  |(39) 

Friend/Rel  4 

Other   (specify)   5   • 


Child's  Head  of  Bousehold?  1  2 

Child's  Health  Decision  Maker?     1  2 


Mo  Fa  G.Par  0th  Eel  Other (specif y) 


□  (40) 

□  (41)  , 


Mother's 
Harae 

Address 


Last 


(42-53) 


First 


(54-62) 


Telephone  Ho,  Work 
for  contact:  Home 


Medicaid 
Number 


mother's: 
Age 

Ethnic  Group:  B-1 
W-2,  Hisp-3,  0-4 


I     I  |(63-64 
□  (65) 


Occupatlon_ 


Yrs  Ed.  Completed 


Do  you  have  someone  you  call  upon  for  help  in  Yrs  Resident  NYC 

case  of  family  problems,   accidents  or  Ill°ess7  „aj.i£al  Status 

^  NM-1     D-2     Sp-3  W-4 

Yes  -  1  No  -  2  u„_5  ^.g 


J(66-67 
J(68-69 


Currently  Employed;  Yes,  fulltlme 

□ 


(75-80) 


1;  Yes,  part-time  -  2;  No-X 
Months  on  present  job 


I     I  1(70-71) 

I  1(72) 
□□(73-74 


Father's  Naoe_ 
Address 


Tel.  for  contact! 
Medicaid  Number 


Work 


Home 


Occupation 
Currently  Employed: 
Yes,  P/T-  1 

Yes,  P/T-  2 
No-  X 


Months  on 
Present  Job: 


Q 


29-30) 


Card  Type 

FATHER'S-' 

Age 

Ethnic  Group:  B-1 
W-2,  Hisp  -  3,  0  -  4 

Yrs  Ed.  Completed 
Yrs.  Resident  NYC 


Q]Tl(i-2) 

I  PUP  1(3-20) 
I     I  [(21-22: 


□(23) 


28} 


Marital  Septus-  NM-1 
D-2  Sp-3  W-4  DU"5  H-e 


I  1(24-25: 
I  f(26-27; 

□  (31) 


Other  Children  In  Household  CRelatlon: 
Relat Ion     Arc   Iq  Yrs.      Where  Under  Care? 

I  IC32)  [IIIC33) 

t    bs)     I  Iqj) 

I      ,  lC40)        F  IC41) 
C45) 

I        1(^8)        I  [(49) 


TOTAL  UNDER  21: " 


Bro-1,   Slster-2,  Otner-5; 
Relation     ARe   In  Yra.     Where  Under  Care 


\  C34-35) 

f       [(52)    j        |(53)            1       1  [(54-55 

(      1  C38-3?) 

1  |C5ff)    (        |C57)            (       1  [(58-59 

L_LJC42-4. 

l_    |Ce0)    1        |(6l}            1        1  ((62-63 

1       IC4&-4  7) 

1        iC64)    (        |C65)            1        1  |(66-67 

.  OQ-Sl) 

1        j(68:    1         j(69)            1        1  [(70-71 

HOUSEHOLD: 

li 

 lC7  2-7  3) 

,,.,1(74-75)                                        PP<;PT  '0 

CHILD  MCAUTH  STATION  OR  ».T.C 
(N>a«  mi  MiltttI 


(7) 


MCALTH  CENTER  DISTRICT 
HwmK 


3  1 


The  City  o(  New  Yorii-Oepartmeni  of  Health 
BUREAU  OF  CHILD  HEALTH 


CONFIDENTIAL  REPORT  OF  CHAP  SCREENING 


(1-6) 


NAue  or  CHiLOtd 


2.  □  FcssBl*. 


OAie  or  ciRTH  19-14) 


"(MXJr*00»ieiS(Su.-^      (BW  ISiasc)  (A»i.) 

MCOICAIO  HO.  lli-^:5) 


-L. 


CHIUO*!  MEOICAIO  STATOSQJgJ 


ZniLO'S  ACE 
t.  OUadn  I  Yb 
2.  a  I  o  (I  Yrl. 


II  T«ll  THE  CHILD'S  FIBST  CHAfl  5CREENIH0 

FOR  THIS  riscAL  YEAR?  cycle 

L0T«         lONo  (2.71!. 


DATE  riRST  SCRSCHmG  COMPONCNT 
STARTED  |-Ma«lk     I     D»r     |  Ye«f 

t28-32) 


I      I     I     I  I 


DATE  LAST  SCREeNING  COUROHEKT  COM- 
PLETEC  I  Ua>a    I    Dxf      |  Ima 

(33-37)  [ 


I 

SCACENma  COM^NCNT 

a- 

TO  DC 
OOHI 
AT  THIS 
>CRf  CN 
■  NO 

piiAM 

W 

Child) 

1  m 

riHDIH 

CS 

IV 

RC- 

rEF!R*L 
1  RE- 
QUIRED 

V      g  vt 

REFERRAL    1  REFERRAL 
MADE          1         HAOe  TO 
1 

\  ™ 

vm 

MAMS  Aaso  AOoacaa  op  clinic  oh 

PHYSICIAM  TO  KMOII 
PATIENT  BAS  ReFERREO 
AND  OATC  OP 
APPOIHTHeHT 

(>> 

N 

1 
m 
• 

1 

FOR  MEDICAL 
ATTENTION 

(a) 

(U 
O  C 

■  1 
ll  i 

•  I 
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0  A 

1  e 
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(b) 

N 
• 

(d 

O 
1 
4 

1  '** 

y 
t 

I  • 

<M 

N 
• 

(Cli 

N 
0 

(t) 

c  ec 
1  • 
?  ' 

Tlita 
Drvs 

c 

t 

or 

P. 
T. 

;  c 

(  II 

(2) 

(3) 

.1. 

(25 

Ml 

Ol 

(11 

|,P 

(11 

1.  Kiatory  Grovvtn  and 

V 

i 
1 

38-40 

2.  Pf  ^icsi  E«aniinBtK3n 

i 

1 

 i 

*.  Fva 

✓ 

b.  E«r                                 ?  ^ 

4-1- .16 

c-  fiow                               {i  / 

i 

4?-<l"J 

<S.  r.''oi;in  arwi  TTifoat 



•jO-ii 

53-iS 

• 

h 

50-S1 

✓ 

H 

✓ 

H 

zi-Ol 

j.  Mu5cu^^-^^ts^•tal 

£3-70 

;i-;3 

T.  Conrl-'.icvn  cf  S'^in 

✓  1 

CidD  TTPE|j|}  1 

DUP3-25 

OJ>.T. 

29-31- 

32 -J< 

H 

35-3; 

3S-40 

44-43 

4.  m,  A>tcmis  IHrtmosioixii 
and  H«f7tstrecritl 

44-ifi 

b.  Toiicrculln  Test 

47-49 

C  Sickt«  C«()  Aflcmia 

1 

so-« 

4.  i-sod  Test 

53-55 

50- 5S 

5.  Spiaozh 

5? -SI 

6,  V«Ma« 

H 

—r 

oi-67 

Slerc=c3i«                            H  > 

60-70 

1 

! 

71-73 

1 

7.  Hoortng  (Au<3k>  Scroantng*     |  ^ 

1 

74-78 

1 

(U 

(2)  |fl) 

(23 

 -1 

CASE  HOKITORt 

No.  of  Visits  required  to  complete  screen?  1    2    3  4  S 

No.  of  Broken  Appointiaents?  0    12  3 

Ho.  of  Screens  due  during  Project?  12    3  4  5 


SIGNATURE  OF  PMTSICIAM  Od  MUOSE  RESPOHSIOLE  FOR  COKPLETION  OF  THIS  FORM 


□ 
□ 
□ 


(77) 
(78) 
(79) 


CHAP-I  ci/7«l  WOTTCE:  Sfcnoa  I107C  •!  «€  No  York  Cir»  H.Jlifc  Cade  ic«.i«a  au  161  coofideBuaUir  ol  <i»  idraucy  ol  ik*  yuicua  W  rnxml, 


EPSDT  -  PROBLEM  R£FERRAL  ANO  C.\SE  MONITORING  SHEET 


DEAR  DOCTOR: 

This  child  has  received  a  screening  sx- 
smlnacloa  and  a  probleu  Is  suspected,  as  de- 
scribed beloM.    Would  you  please  coaplcte 
the  hoc  torn  section  of  this  form  and  return 
it  to  the- child's  guardian,  or  nail  it  in 
the  envelope  provided.    Thank  You.  ^ 


Child's  Name 


Sex 


,(10j 

tin 


Card 
Type 

Date 


(1-3) 

CHS 

Code 


Proj. 
No. 


J(4-9 

(11-: 


Child's  Birthdate 


TT 


Child's 
Medicaid  No 


Resource 


(21-31) 


(Last 


(First) 


Address  

TeleFhone_ 


PROBLEM  HISTORY: 

Coizpletely  new  to  child's  caretaker 
Previously  known  but  not  Undei  Care 
Previously  under  Care 
Already  Under  Care 

EEASOJJ  FOR  REFERRAL:   


(35-37)  (33-40) 


-    Major  ICDA  Category 
■PLEASE  ANSWER  THE  FOLLOWtNO  QUESTIONS  ANO  RETURN  IN  THE  MAfU 


iMtnunVtion  Oat*. 


1.  Ca  v«uconrtrm  ihtvstmncoof  I  heslih  pro&t«m?  □  Yn   □  No  If  no.  return  tfiit  form  m  mdiCMsd. 

Zlf"v«"to        i»  it  tfw  ssffw  «  for  which  re/«rr»d»  OVrt  *0"No 

X  If  "fto"  to  «2.  w**at  die^tnom  U  cSJttrmtrad'             ,  ,  ,  ■  ■ 

4.  It  tf>«  a>*<}noiafl  ccndttton' (>t6>-n  3>    Cf>rt3ntc  G  or  Acuit  □  Symptomatic  □     or  As  v^P  tome  tic  O 


L 


Major  iCOA  CotSt 
II'  g«M  m  WW  e> 


S.  It  ttM  dLimottd  conditi3R>  lcA«ck  on  icAlt  YOUR  evt'utftion) 


J(41- 

]  (47-^8) 
J  I  (49-51)  - 


(53) 


M  6.  It  ttwcort^'tion  rssohnd  tfifsv>ut?  □  Yn       Q  Ho 


(f '  y«s~  to  •S;  in  mmftar? 

a.  Conditton  mmor- treatment  comolercd:  condition  now  cured  or  inaatv* 
b  Conditton  prc&umed  curad  or  inactive  w<tii>n  tOdariof  tnii«n«t 

«p«tJi  treatment  prcaenbod 
C   Corxi'tian  noted,  irtetment  ler  further  treatment  or  coumeflin^) 

not  advoaDte  or  twerrsnted 


^  frotiam  Reietution  cr  Statu  — 

8.  If  "no"  10  vS:  «whac  li  tha  circumitance? 

Remfiini  under  treatment  (this  eff»ce/ciin<) 
b.  Ref  srrst  to  other  oractitKV^er  lor  diagnosis  or  treatment  at  tndtcattd 


Specialty. 


(56j 


Specif'C  prectitionBr  ti»jrjT-Lroti 

c  Corulition  noted,  but  not  treated  or  rafmed.  became: 

(1)  Treatment  not  euiftcrired  bv  State  piart 

(2)  Trulmvti  not  locally  available 


o  I  


(57 


1,    How  many  sick  visits  were  ia\de 
tintil  probl^  resolutiuu  of 
termination? 


PROBLEM  RESOLUTION  OR  STATUS 

(59) 


□ 

Q(6oj> 


t  ProbicTft  flcK^ved:  (check  one) 
.  *  Condition  minor;  trectrncni  completed  1a  vivt  now  cured  or  inactive  \^ 

(Raf  Item  7al  Q 
b  Coridiito^  presumed  cured/or  M^actrve  wttKin  10  days  of  1st  viu'f  wnder 
'  trretmeni  preKnr:«d  (flefcrence  item  7bl  Q 

*    c  Concbtionr^tad:  treMment  not  ad«tcableor  wTanted  {9  it.  (iam7ct  Q 

4  0  T'CMrnent  c>an  coi^pietedL  now  c\jred  or  incctrva  (foMo«*-\«  conuct 

Z  «»'w«^t)tM»n>tr  o*  pareml  O 

5  e  Jtm»t^i  (e«mmc*3d-mAaimufii  Derteltl  achieved  |n«  neevtaarirr  inaciMe 

c  cwenMroiEow^pconiactJ  Q 


5  Sot^ce  «f  miornxaflioo  for  entry  tn  2.  3.  or  4  aftove:  J  | 

a  ftectironspQ    b.  Prjctitrtjnef  sla»  □   c  Ould's  pwont  O      (61)  I  | 


G^iarM  siaiui  of  cm  (>r  mui|ipi«  proE>i«Tm  id«ntil(«dJ 
•  Aoti<^mi<(enti(ied  (probt«fvi  theenor>^n«[#oi 

I'wcieonel      12       3       4  5 
»  ^roiM««tt  reso!^  or  termmaied  es  of  daie  ihi*  fo  ffl 

(orcteonel      1      2      3      3  S 


come  let  ed 


(63)  □ 

(64)  QJ 


X  Pro&tem  not  resohred  (check  one} 

a.  Sii:i  under  trosiment  (or»gtft»l  pr»cti*icne»/clin»c)  (flef  ttem  Sal  O 

b.  Still  unrfer  trefftmenr.  (r elerredl  p«n^oner/c^in■c  Iflet.  item  3oi  Q 
C  Condition  notc^.  but  not  treated,  due  to: 

01     Treatment  not  auihon/ed  tn  IhriKriwjicTWjn  Q 

(Hrf:  item  Set  11 1 
(JJ     Treaimartt  not  locafiy  iv»iAbie  (Ref.  tt-fm  6c(2l  I  Q 
4  Otttgr ijrob/fr*  tfemtrtsr/on  (check  onel 

a.  Family  dedirtes  furcher  participation 

HI  failure  on  3/d  appointment  far  1st  vnit  O 
(2)     Failure  on  S'd  appointment  for  eatEnded  ueatmeni 

(Fotio^'up  with  pfac1lI•OI^er  or  parent!  O 

b.  Family  fnored  from  lurrtdicnon  (Po'»ow-ui--  concoct  or  record  □ 
C.  Family  r>c  fencer  program  elivde  (Foi>ow-up  contact  or  rmxosJ  Q 


6.  Primary  method  of  loHowvp  tor  entry  in  2.  3.  or  «  above 
a.         n    b.  P?tOR«  D   c.  Penonzl  ci^niKt  □ 
d.  Otlier  fTpJofvt 


(i 


(62) 


B.  SkiU'or  pro'emon^  au^i'ty  oi  c^^e  monitor 

a.  Nuria  (PHM  or  other  RNI  C  »  Social  viO'kr*  □ 
C.  Oark/Adm.  Q    d  Qthw  Huaeilvl 

9.  Date  form  comnlet>d  _ 


(65) 


uj  I  t  n 

(66-71) 
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APPENDIX  C 


HUMAN  RESOURCES  ADMINISTRATION 
MAILl.'iG  TO  CHAP  ELIGIBLE  FAMILIES 


W.J 


HUMAN  RESOURCES  ADMINISTRATION 

250  CHURCH  STREET.  NEW  YORK.  N.  Y.  50013 


JAMES  R.  DUMPSON,  Administrator/Commissiorter 


Dear  Parent:  '» 

If  you  are  receiving  M^icaid,  your  children  under  21       obtain  cxnplete 
medical  examinations  and  continuing  care  at  a  clinic  near  your  hare,  through 
the  Oxild  Health  Assurance  Progr^  (OffiP) . 

C2IAP  examinations  go  teyond  the  nedical  treatiient  normally  given  when  a  cMld 
is  sick.    They  include  dental,  hearing  and  vision  exaras,  lab  tests,  ocsrplete  physical 
exams,  and  irtmunizaticsis.    Any  problsns  detectev.-*  will  te  discussed  vdtli  you,  and 
all  necessary  foUoifvp  treatment  will  be  provided. 

Examinations  of  this  type  can  protect  your  diild's  health  by  detecting  prdbloiB 
before  thej'  beccme  serious  and  difficult  to  treat.    Hiey  can  also  uncover  medical 
conditions  responsible  for  snach  prriblsns  as  constant  tiredness,  reading  difficulties, 
or  poor  sctool  perirormance. 

If  any  of  your  children  are  not  receiving  this  type  of  medical  care,  I  urge  you 
to  taJce  advantage  of  the  services  offered  by  CEM*.    You  may  obtain  a^xjintrrents  for 
your  children  at  any  of  the  clinics  on  the  enclosed  list  of  sfprovea  CKM*  facilities. 
Hnz  clinic  ^sMch  you  enter  en  the  enclosed  Reply  Form  will  cxntact  you  soon  to 
arrange  an  appointnent. 

All  cMldren  vAk)  attend  Day  Care  Centers  visited  by  doctors  from  the  Department 
of  Health  vdll  receive  CHAP  examinations  there. 

For  a  child  seen  regularly  by  his  private  doctor  or  clinic  and  receiving  health 
care  equivalent  to  CHM>,  there  is  no  n&sd  for  you  to  request  a  CHM'  appointrr^t. 
However  it  is  iirportant  that  you  corplete  the  Reply  Form,  indicating  tiie  name  arJ 
address  of  your  child's  clinic  or  &>ctor,  so  that  we  can  provide  him  with  information 
about  CHAP  and  insure  that  your  child  is  rec^ving  all  the  health  services  hs  needs. 

If  you  neaa  sate  form  of  assistance  In  order  to  take  your  children  for  CHPiP^ 
examinations,  please  check  the  appropriate  box  on  the  Reply  Form.    A  representative 
of  the  Office  of  Catmunity  Service's  will  contact  you  to  discuss  your  needs  and  to 
make  any  necessary  arrangsnents. 

Please  return  tJie  oczrplet*sa  R^iy  Form  in  tl^  enclosed  envelope  as  soon  as  possil 
If  you  have  any  questions  about  C2®P,  we  would  be  ha^y  to  discuss  the  program  wi.  h 
you.    Please  call  us  at  964-1910. 


Thank  you  for  your  ooopsratijCHi. 


Joerely, 
ss  R.  Dirrpson 
vnwiLinistrator/Camdssianer 


^   HUMAN  RESOURCES  ADMINISTRATION 

250  CHURCH  STREET.  NEW  YORK.  K.  Y.  10013 


mmtssioner 


J.VMI-S  R.  DUMPSON,  AJn^iniurator/Co 

Aprcciados  Padres: 

Si  listed  rccibc  Medicaid,  sus  hijos  inenorcs  dc  21  anos  pucdcn  obtcner  cxamcncs 
medicos  complctos  y  continuo  cn  una  clmica  cerca  dc  su  casa,  atrnvi^'s  del  Programa 
dc  Salud  Infantil  (CHAP). 

Los  cx^mcnes  CHAP  son  supcriores  a!  tratamicnto  medico  cue  normalmente 
rccibe  un  nino  cuando  csta'enfcrmo.  Estos  iiicluycn  cxamcncs  dental,  dc  los 
ofdos  y  dc  la  vista,  immunizacion,  cxaincn  fTsico  total  y  cxamcncs  dc 
laboratorio.  Cualquicr  problcma  que  sc  dcscubra  sera  discutido  con  ustcd,  y  se 
proveera  cualquier  tratamicnto  ncccsario. 

Examcnes  dc  cstc  tipo  pucdcn  protcgcr  la  salud  dc  sus  lujos  cncontrando  los 
problcmas  antes  dc  que  scon  scrios  o  ditTcilcs  dc  tratar.  Tambic'n  pucdcn  dcscubrir 
condiciones  mcdicas  responsablcs  por  diclios  problcmas  como  cansancio  constante, 
dificultad  al  leer,  o  trabajo  pobrc  cn  la  cscucla- 

Si  alguno  de  sus  hijos  no  est.i  rccibicndo  cste  tipo  de  cufdo  mc''dicc,  Ic  urjo  que 
tomcn  ventaja  dc  los  scr\'icios  que  ofrcce  CHAP.  Ustcd  puedc  obtcner  cita  para 
sus  liijos  cn  cualquicra  de  las  clir.icas  que  aparecen  en  la  lista  dc  las  facilidades 
aprovados  por  CHAP  que  Ic  estamos  incluyendo.  La  clmica  que  sdeccione  en  1 
Forma  dc  Rcpucsta  que  tambicn  Ic  estamos  incluyendo,  sc  pondra  en  contacto 
ustcd  dentro  dc  breve  para  conccrtar  la  cita. 


a 

con 


Todos  los  ninos  que  estan  er.  "Day  Care  Centers"  (Centres  dc  Cuidos  Diurnos) 
visitados  por  doctorcs  del  Dcpartamcnto  dc  Salud  recibiran  alii  los  examcnes 
CHAP. 

Para  un  niTTo  que  sea  visto  rcguLirmcntc  en  una  clmica  o  por  un  medico  privado 
y  que  cste"* rccibicndo  cl  cuTdo  equivalcntc  dc  CHAP,  no  cs  ncccsario  que  solicitc  una 
cita  dc  CHAP.  Sin  embargo,  cs  importantc  que  llcne  la  Forma  dc  Rcpucsta, 
indicando  cl  nombrc  y  la  dircccion  de  la  clmica  o  del  doctor  dc  sus  hijos,  de 
mancra  que  nosotros  podamos  provccrle  a  cllos  con  informacion  sobrc  CHAP  y 
ascguralcs  que  su  niiio  esta  rccibicndo  todos  los  scrvicios  de  saJud  que  neccsita. 

Si  neccsita  algun  tipo  dc  ayuda  para  que  pucda  llcvar  sus  hijos  a  los  cxa'menes 
CHAP^  por  favor  marque  el  encacillado  apropiado  cn  la  Forma  dc  Rcpucsta,  Un 
reprcscntantc  de  la  Oficina  dc  Scrvicios  Comunalcs  se  comunicara  con  ustcd  para 
discutir  sus  ncccsidadcs  y  para  hacer  los  arreglos  nccesarios. 

Per  favor  devuelva  llena  la  Forma  de  Rcpucsta  lo  antes  posiblc  en  el  sobre  que 
le  estamos  incluyendo.  Si  tiene  alguna  prcgunta  sobrc  CHAP,  cstarcmos  mas  que 
contcntos  en  discutir  ci  programa  con  urtcd.  Por  favor  llamc  al  tclcfono  964-1910. 


MES  R.  DUMPSON 
&/4m;n!ctrnHr)r/Cr>mi<;inn.Tdo 


) 


I 


"1 


CHILD  HEALTH  ASSURANCE  PROGRAM  -  REPLY  FORM 


PRINT  THE  NAMES  AND  BIRTHDATES  OF  YOUR  CHILDREN  UNDER  21  YEARS  OF  AGE  IN  COLUMN  1.  FOR  EACH  CHILD 
CHECK  ONE  OF  THE  BOXES  IN  COLUMN  2  AND  COMPLETE  COLUMN  3  AS  FOLLOWS: 

rr  YOU  WOULD  UKE  your  child  to  par  TICtPA  TE  IN  CHAP  AT  A  CUNIC  ON  THE  UST  OF  APPROVED  CHAP  FA  CILITIES. 
•  CHECK  BOX  "A  ■■  AND  PRINT  THE  NAME  AND  ADDRESS  OF  THE  CUNIC  WHICH  YOU  HAVE  SELECTED  IN  COL  UMN  3. 

^  IFYOUR  CHILD  IS  ALREADY  RECEIVING  HEALTH  CARE  EQUIVALENT  TO  CHAP,  CHECK  BOX  "B"  AND  PRINT  THE  NAME  AND  • 
ADDRESS  OF  YOUR  CHILD'S  DOCTOR  OR  CUNIC  IN  COLUMN  3. 

«  IF  YOUR  CHILD  ATTE/WS  A  DAY  CARE  CENTER  VISITED  BY  A  HEALTH  DEPARTMENT  DOCTOR.  CHECK.'<OX  "C"  AND  PRINT 
THE  NAME  AND  ADDRESS  OF  THE  DA  Y  CARE  CENTER  IN  COL  UMN  3. 


67924360                 14  022 

1                         0001  0776 
STARK  MITCHELL 
80LAFAYETTE  ST 
M^HATTAN          NY  10013 

DO  NOT  WRITE  IN  THIS  SPACE 
CODE:     Al        B2        03        D4  E5 

COLUMN  1 

COLUMN  2 

COLUMN  3 

NAME  OF  CHILD 

AMD 
DATE  OF  BIRTH 

CHILD'S  HEALTH  CARE 
STATUS 

NAME  a  ADDRESS  OF  CUNIC 
DAY  CARE  CENTER  OR  PRIVATE  DOCTOR 

OFFICE 
USE 
ONLY 

Nam* : 

/  r 

Birthdata:   L  L  

Mo.           Day  Yr. 

AQ  Would  lika  exam  at  chap  clinic 

B  O   Alrosdy  racsivlng  equivalent 
hsoltfi  car© 

C  n   Attandins  Dov  Cera  Center 

visitsd  by  Healtti  Cepertment 

Name  : 

Birthdate:  L   J 

A  □   Would  like  exsm  at  t^HAP  clinic 

B  O   Already  receiving  equivalent 
health  care 

C  D    Attaridino  Day  Cere  Center 

visited  by  Health  Department 



Mo.      .      Day  Yr. 

A  □  Would  like  exam  at  CHAP  clinic 

B  Q   Already  receiving  equivalent 
health  care 

C  D   Attending  Day  Care  Center 

visited  by  Hoaltii  Deportment 

Name  :  ——————— 

/  / 

Birthdate:  ...       _/..    -I.  

Mo.            Day  Yr. 

aQ    Would  like  exam  at  CHAP  clinic 

B  Q    Already  receiving  equivalent 
health  care 

C  O    Attending  Day  Care  Canter 

visited  by  Health  Departmant 

RirrhriaM-                     /  / 

Mo.            Day  Yr. 

Mama  ■ 

Rirthriat*-                   /  / 

Mo.            Day  Yr. 

A  □   Would  like  exam  at  CHAP  clinic 

B  Q    Already  receiving  equivalent 
health  care 

C  O    Attending  Day  Cere  Center 

visitsd  by  Health  Dapaitment 

aD   Would  like  exem  at  chap  clinic 

8  O    Already  receiving  cqulvalerrt 

hasltii  care 

C  O    Attending  Day  Care  Canter 

visited  by  Health  Department 

Ril-thrtaM-                     /  / 

Mo,          Day  Yr. 

Mama  • 

A  □  Would  like  exam  at  CHAP  clinic 

B  O   Already  recalvine  equivalent 
heclth  csra 

C  n  Attending  Day  Care  Center 

vtsitod  by  Health  Oepartmont 

Rirthrtxtar                   /  / 

Mo.           Day  Yr. 

Nsma  • 

A  □  Would  like  essm  at  CHAP  clinic 

B  O   Already  recaivrng  equivalent 
heal  ill  csre 

C  Q  Attending  Dey  Csre  Center 

vhitad  by  Health  Department 

Rintictfrr*-                 /  / 

Mo.            Day  Yr. 

■IF  YOU  HAVE  MORE  THAN  ESGHT  CHILDREN,  CONTINUE  CM  THE  REVERSE  SIDE  OF  THIS  FORM 

If  you  need  essistance  in  order  to  take  your  chiidren  for  these  examinations,  drde  the  type  (s)  of  csssjtance  needed: 
TRANSPORTATION  OTHER 
Telephone  number  where  you  can  be  contacted 

Tods/i  Date:   .  Your  Signature:  

Mo.         Day     Yr.  . 


PROGRAMA  DE  SEGURIDAD  DE  SALUD  INFANTIL  -  FORMA  DE  REPUESTA 


E'  LETRA  DE  r^OLDE  PONGA  EL  NOMBRE  Y  LAS  EDADES  DE  SUS  HIJOS  MEN0RESDE21  ANOS  EN  LA  COLUMNA  1.  POR 
CADA  NiNO,  MARQUE  UNO  DE  LOS  ENCACILLADOS  EN  LA  COLUMNA  2  Y  COMPLETE  LA  COLUWiNA  3  COMO  SIGUEj 

SIDESEA  QUE  SUS  HIJOS  PARTIOPEN  ES  CHAP  EN  UNA  DE  LAS  CUNICASENLA  USTA  DE  LAS  FACIimADES  APRO  VADOS 
©  DE  OiAP,  IfARQUZEL  ENCAOLLADOA  YENLETRA  DE  MOLDS  ESCRIBA  ELNOMBRE  Y  LASDlRECCldrJESDE  LAS 
CUNlCASQUESELECaCu-'^ENLA  COLVTdNA  3. 

^  SISUHIJOESTA  YAnEaBIEm>0  EL  CUmODESALmEQUIVALESTE  A  CHAP,  MARQUE  EL  H'lCA'lLLADOB  YENLETRA 
*  DEMOLDE  ESaUSA  EL  NOMBRE  Y  LAS  DIRECaONES  DEL  DOCTOR  DEL  NINO  O  LA  CLINICA  EN  LA  COL  UldNA  3. 

SISUtUNOASISTEA  UN  DAY  CARE  CENTER  VISTTADO  POR  UN  DOCTOR  DEL  DEFA.RTAMENTODE  SALUD.  MARQUE  EL 
9  ENCAGLLADO  C  YENLETRA  DEMOLDE  ESCRIBA  EL  NOMBRE  Y^LASDrRECaONES  DEL  DAY  CARE  CENTER  EN  LA 
OOLUMIU  3. 


COLUMNAl 

COLUMNA  2 

COLUPvlNA  3 

NOMBRE  DEL  NtNO 
Y 

FECHA  DE  NACIMIEPm> 

ESTADO  DE  CUIDO  DE  SALUD 
DEL  NINO 

NOMSRE  Y  DIRECCION  DE  LA  Cu'wiCA. 
DAY  CARE  CENTER 
0  DEL  MiDICO  PRIVADO 

OFFICE 

USE 
ONLY 

A  O  Oc»io  examsnn  «n  una  clfniea 

Ct*  CHAP 

B  n  E<na  rcstvisndo  culdo  cqutvslcnts 

cO  EiTEs  en  un  Dsv  Cora Centtr  visit  ■ 
edo  por  el  Os^crtamento  cSa  Sslud 

%fim            Dia         A  no 

Njvirruatfttn'                        /  / 

A  O  'De?>?9  e^e?7«f«£S  sn  una  clfnlca 
da  CHAP. 

B  O  EctI  recKflsndo  culdo  equivalents 
>i%  salud 

C  n  Era  en  un  Dsy  Csra  Cents'  vlslt- 
rdo  i>or  d  Deosrtsmento  Eslud 

Mcj             Dia  Aro 

Nombra 

Marirm'MiYn-                        /  / 

aO  De»so  exefnsncs  en  una  eltniea 
cie  CHAP. 

0  O  Eets  rsclv'csndo  culdo  equlvatanta 
ciaulud 

cO  E Eta  en  on  Dsv  Csro  Center  vl?lt-- 

cdo  POT  Gi  Dff^jercamer.todeSclucf 

Msa             Dia  Ano 

Nombre 

Fm-K<  ri» 

NiH-imiMitn-                        /  / 

A  O  D<s<^o  caemsn^  en  una  cimica 
cteCHAP 

8  O  Ests  rsciviando  culdo  aqulvalsnte 

C  O  E:rcs  en  un  Dsy  Cora  Center  visit - 
edo  por  ci  Dcpsnamsmo  cs  T  ilud 

Met             Dis  Ano 

Novnbrv 

Fl>-K>ri. 

A  O  Desao  oxamcna  en  una  cirnica 
da  CHAP 

B  Q  Er»  rcch/iendo  culdo  »c|uivalanto 
d-s  ealud 

C  O  Ecta  an  un  Day  Csra  Center  visit - 
ado  por  ei  Oepartcmento  da  Salud 

Mes             Dia  Afro 

Nocnbr* 

Fachadt  ^  

A  O  09930  eEcmenss  sn  ur>3  elfnlsi 
da  CHAP 

B  Q  Esta  rech>Sando  culdo  equlvelanta 

do  &tiud 

cCD  EgjT£  en  un  Dov  Cora  Center  visit - 
e<Jo  poir  e3  Departarnento  (^»  Eelud 

Me*             Dfe  Arto 

Nombr* 

Nlvim'ieMn-                        /  / 

A  O  Desei?  es^jrisnc*  cn  una  clfnlca 
da  CHAP 

B  n  Sets  rer-hflando  culdo  equlvBlenta 

cia  S4Zlud 

C  O  EetB  cn  un  Coy  Cara  Centor  visit- 
ado  por  el  DEpsrtamsnto  da  Salud 

Mas            Dia  Ano 

Nombr* 

NarimiOTim-                     /  / 

A  O  D<»30  e:(s:nanea  en  una  clfnisa 
do  CHAP 

B  O  'ETts  reclvlendo  culdo  equlvalants 
da  eslud 

C  Q  Esta  en  un  Dey  Care  Cantar  vtelt- 
Bdo  F>of  e!  DeaartamoritO  daSelud 

Me»            D!9  Ano 

SI  T(E?iE  fiAAS  DE  OCHO  Hi  JOS,  COOTSf.'Uc  EN  EL  LADO  OPUESTO  DE  ESTA  FOSm 

Si  necfesta  Estter.eia  da  msnera  etsia  pusda  ISswor  sus  hiios  a  citas  examonss,  hega  un  arcislo  en  el  tipo  ds  siintncia  que  necesita: 
TRAKSPORTAGIO.^  OTBA 

Nurcicro  do  teSefono  donds  piaeda  ser  iocslizfida  _____________________ 


Fechadahoy:   l_         /  ■  SuFirma 

Mat  Dta  Ano 


I 


 I  _..,.rjt.r,.r,  Tj-TTOTf---  --•awrrtt'gayP'^i^T^ 


1 


Bey.  6/76 

CHILD  f£ALTH  /^RAf^'CE  PRDGfWI  J?^"^ ' 

LIST  OP  PAEflCIPATISS  CLIBIC5  ~  LISTA  BE  m  CLIglCiJS 

QUEEiTS 

FOB  CEHJBi^  xnmm  s  TMm  old  who      wt  ii  school 

Jemaica  District  Health  Center  ^Eidgewood 

Child  HeaQ-th  Station  thild  Health  Station 

90-37  Persona  Blvd.,  Queens    11432  769  toderdos^  Aveaua,  Qucena  11127 

Child  Health  Station  Child  Health  Station 

104-04  Coreaa  Arenue,  Queens    11358  146-39  105th  Aveaua,  Queens  11435 

Woodaide  Houses  Corona  Pluehlng  Dietrict  Health  Center 

Child  Eeelth  Station  Child  Health  StaUon 

50-53  Newtom  Eoad,  Queena    11177  34-33  Jtmction  Blvd.,  Queeas  11372 

POH  CHm>BSH  0-18 


Project  PETME  Long  Islend  Jewish-Hill side  Medical  Center 

67-10  Eocksway  Beach  Bird.  Few  Syd©  Park,  Hew  Tori:  11040 

Arveme,  Queeas    11692  (270th  Street  &  76th  ATenae,  Queens) 
(67th  St.  &  Eoclcaway  Beach  Blvd.) 

FOB  CHIISHHH  AG^O-SD 


Jaaaiea  Eoepitel  Boo-tii  Memorial  Medical  Center 

Affibolatory  Care  Perllioa  Main  Street  &  Booth  Meaorial  Avenue 

TanWyck  lipwy.  4^  89th  Ave.,  Queena  11418  Flushing,  Queens  11355 


STATMISLpm  \ 
FOB  CHm>BM  vmSER  6  OID  WSO  ME  HOT  IJI  SCHOOL  \ 


Eichaoad  District  Eeal"Hi  Center 

Child  Eeal-a  Station 

51-63  Sfejyreeeat  Piece,  S.I, 

Child  Eealth  Statloa 

111  Caaial  Street,  S.I.  10^4 


Child  Health  Station 

166  Lodknan  Avenue,  S.I.  10^3 


Child  Health  Station 
31-lBt  Street,  S.I.  10^6 


BcT.  6/76 


CHILD  f»LTH  ASSURANCE  ?mm 

UST  0?  PARTICIPATIBS  CLIMCS  -  IISTA  SB  LAS  CLmCAS 
FOR  CHILDRM  XmBSH  6  YRMS  OLS  WEO  AEE  HOT  IF  SCHOOL 


?/7 


Melrose  Ecmsee  Child  Health  Station 
348  E.  156th  Street,  Bs.  10455 

John  Mma  Houses  Child  Health  Station 
755  E.  152nd  Street,  Ex.  10455 

Daniel  Webster  Houses  Child  Health  Station 
401  E.  168th  Street,  Bs.  10456 

Treaont  District  Heal-tii  Center 

Child  Health  Station 

1826  Arthur  Avenue,  Bx.  10457 

Tremont  Annex  Child  Health  Station 
1826  Ar-aaur  Avenue,  Bx.  10457 

Pordhaa-Eiverdale  Child  Health  Station 
•2428  Belmont  Avenue,  Bx.  10458 


'Mitchell  Houses  Child  Health  Station 
185  Willis  Avenue,  Bx.  10455 

Horriaenia  District  Health  Center 

Child  Health  Station 

1309  Pulton  Avenue,  Bz,  10456 

Poreat  Houses  Child  Health  Station 
1005  Tinton  Avenue,  Bx.  10456 

Westcheater-Pelhaa  Bay  Child  Health  Statioi 
2527  Glebe  Avenue,  Bx.  10461 

Gunhill  EouBCB  Child  Health  Station 
3450  White  Plaina  Road,  Bx.  10467 

Jaiaes  Monroe  Houses  Child  Health  Station 
816  Sound view  Avenue,  Bx.  10473 
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Hunts  Point  Multiservice  Center 
661  Caldwell  Avenue,  Bx.  10455 
(Caldwell  &  Westchester  Avenues) 


Martin  Lu-Sier  King,  Jr.  Health  Center 
3674  2hird  Avenue,  Ex.  10456 
(Third  Avenue  &  170th  Street) 
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Albert  Einstein  College  of  Medicine 
Ccffijprehensiv©  Pemily  Care  Center 
1175  Morris  Park  Avemse,  Bx.  10461 
(Morris  Pa2±  Avenue  &  Willls^bridge  Boad) 


APPENDIX  D 

PROJECT  BROKEN  APPOINTMENT  REMINDER  LETTER 


Dear  i 

We  missed  you  on  "  Perhaps  the  appointment 

Cdate) 

slipped  your  mind,  or  something  just  came  up.     Let  us  make  another 
appointment  for  you.     If  we  are  to  help  you  keep  your  child  healthy 
cuid  happy,  you  shovild  bring    to  the  child  health  sta- 

tions regularly.     That  way,  if  anything  is  wrong  we  can  find  it 
before  it  becomes  serious. 

If  you  call  me  at    I  will  be  happy  to  arrange  a 

new  appointment. 

Sincerely , 

Case  Monitor  ' 

Respetable: 

Lo  hechamos  de  menos    Se  olvido,  o  algo  le  impedio 

exairpliv  con  la  citz .    Permitzque  haga  otra  citz    Si  quiere  mantener 

su  nino  saludable  y  contento  debe  de  traer  a    al  centre 

de  salud  para  ninos  regularmente .    Asi,  si  algo  vamal  podemos 
encontrarlo  antes  de  que  se  convierta  en  algo  serio.     Si  me  llama 

al   con  mucho  qusto  le  hare  una  cita  nueva. 

Respetuosamente , 


Case  Monitor 


ens  LIBRARy 


